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THE PATHOLOGIST’S PART IN MAL- 
IGNANT DISEASE FROM THE 
SURGEON’S POINT OF VIEW* 

URBAN MAES, M. D.7 
NEW ORLEANS 


In one sense there is nothing new left to say 
about the relationship between pathologist and 
surgeon, for both the contract, at 
least in their thinking moments, are perfectly 
that 


are consultants 


parties to 
aware of what should be. 
Ideally, they 
aim, the safety of 


relationship 
with a common 
the patients. Practically, 
they sometimes seem to be adversaries engaged 
in a battle of wits, a game of mental gymnas- 
tics, with their own pride 
rather than the 


of place the stake 


patient’s welfare, while at 
other times they seek to lay the responsibility 
of diagnosis upon each other and decline to 


share the consequences. Personally, I have no 


patience with either point of view. For my 
own part, I know that the best interests of the 
patient demand that I support my own opinion 
with the opinion of the pathologist, but I con- 
sider it both my right and my duty to decide 
for myself, after the proper consultation with 
him, what use I shall make of that opinion and 
how much I shall let it influence me in my fu- 
ture course. In short, I am of those who do 
not believe that a surgeon should act or should 
stay his hand simply because a pathologist tells 
him to operate or advises him not to. 

That does not mean, however, that I make 
light of the part the pathologist plays in malign- 
ant disease. Indeed, in these days when we are 


*Read before the Louisiana State Medical So- 
ciety, New Orleans, April 30-May 1, 1935. 

7From the Department of Surgery of the School 
ef Medicine, Louisiana State University. 


seeing patients earlier, though still far too late, 
I think we need his assistance as we never did 
before. In the advanced case of cancer the 
pathologist’s part is purely academic and _ per- 
functory. In many early cases, too, the surgeon 
needs the pathologist merely to confirm his own 
opinion. But in other cases, and the number 
of them is happily increasing, the diagnosis is 
not clear, and the first essential of treatment 
is to make the distinction between benign and 
malignant disease. 

Such a distinction is necessary if for no other 
reason than that the surgery of malignancy is 
often almost as lethal as the disease itself, and 
it cannot be lightly undertaken, on the chance 
that it may be The 


principle of this sort of surgery is destructive, 


needed. fundamental 
and it introduces a risk that is without warrant 
or justification unless its 
That 
Huxley, comes not by faith but by miscroscopic 


necessity can be 


proven. justification, to paraphrase 
verification, and it can be supplied only by the 
pathologist. 

Biopsy, however, by which such verification 
is secured, is not 


always a wise procedure. 


There is never a necessity for it when, as in 
external tumors or circumscribed breast masses, 
complete excision of the suspected area can be 
done, with later study of It is 
rarely wise in suspected gastric malignancy, in 


the specimen. 


which, however, exploration is the only safe 


course; if the decision cannot be made on the 
gross appearance of the lesion and its careful 


inspection by an experienced surgeon, 


gas- 


trectomy is usually warranted. In bone tu- 


mors, as Ewing points out, the clinical and 


furnishes a better 


conception of the diagnostic 


radiologic picture usually 
and therapeutic 
problem than does biopsy which destroys the 
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integrity of the capsule, thus permitting dis- 
semination of the malignant disease, and intro- 
duces also the risk of infection and uncontrol- 
lable hemorrhage. The same author also makes 
the point that while some reported cures in the 
Registry of Bone Sarcoma have followed diag- 
nosis by biopsy, it would be illuminating to 
have the other side of the picture and to know 
in how many cases biopsy hastened the fatal 
outcome. 

There can be no question, however, in spite 
should 
done, that it is usually warranted and that it 


of the cases in which biopsy not be 
should not be omitted whenever it is practical 
or safe. But there is, of course, a right and a 
wrong way to do it. It would seem unneces- 
sary to emphasize that it should be done under 
one so often see 


Theoretically the 


aseptic precautions did not 
those precautions violated. 

cautery is safer than the knife, actually in a 
specimen secured in this fashion the histologic 
picture is likely to be distorted, and the ordi- 
nary surgical excision is perfectly safe if the 
tissues are handled gently and if the wound is 
chemical cauterization. 
first advocated at the 
Memorial Hospital in New York for bone tu- 


sealed by thermal or 
The aspiration biopsy 
mors has now been’ extended to other condi- 
tions such as cervical adenopathy, lung tumors, 
and certain breast and abdominal tumors. While 
I am inclined to question the wisdom of its use 
for abdominal diagnosis, | heartily subscribe to 
its value in the other conditions listed, though 
it should be remembered, as Ewing and his as- 
that 
forces the pathologist to revise his diagnostic 


sociates point out, this method always 
criteria. 

Biopsy is a diagnostic aid of incalculable 
value, but it is not the first step in diagnosis, 
and the surgeon must not permit it to take the 
For that 


sure that the develop- 


place of his own clinical observation. 
matter, | am far from 
ment of such new instruments as those of the 
so-called endoscopic type have contributed a 
great deal to the diagnosis of malignant disease. 
I am rather inclined to agree with Bland Sut- 
ton, who said that their use required the in- 
stinct of a sword swallower—I presume he re- 
ferred here to the 


patient’s part in the pro- 


cedure Certainly the 





and the eye of a hawk. 
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specimens secured with them must be studied 
with reservations, and I should be inclined to 
look with grave 


misgivings upon a negative 


diagnosis in any case in which the clinical 
study indicated malignancy. 

Hertzler, with whom I am usually in com- 
plete agreement, says that for the experienced 
surgeon frozen section is a routine offering on 
the altar of convention, but he forgets that he 
is a surgeon who came up through the labora- 
tory, and that most 
fortunate. The value of this diagnostic method 


has been proved 


of us have not been so 
too many times and in too 
many conditions for us lightly to cast it aside, 
and I cannot concur altogether in the opinion 
of those who would discard it as either un- 
necessary or inaccurate. 

The pathologist ought to come into the case 
long before the specimen is handed to him. I 
have never been able to see the point of con- 
cealing from him the clinical facts in the his- 
tory of any patient concerning whom I am 
seeking his advice. Such matters as age, race, 
sex, duration of illness and previous treatment, 
particularly previous irradiation, may modify 
his judgment profoundly and should modify it, 
for all of them are factors and important fac- 
I think, 


that he ought to be given the opportunity, 


tors in the malignant process. too, 
whether or not he seeks it himself, of examin- 
ing the patient and observing the lesion in situ 
before any surgery is undertaken upon it. 

We are prone, those of us associated with 
large urban hospitals, to scoff at what we are 
pleased to term “mail-order” pathology, but I 
am not so sure that we have the right to be 
amused, at least while we tolerate in those in- 
stitutions what Wolbach properly calls “long- 
distance” pathology. The pathologist belongs 
in the operating room, or immediately adjacent 
to it, not at a desk in a laboratory several floors 
away. The call of the surgeon constitutes the 
pathologist’s emergency, but I have many times 
been forced to act without his aid because, for 
purely physical reasons of time and space, my 
Gross pathology 
has come to mean merely the examination of the 
excised specimen, before it is sectioned and 
stained. 


call went so long unheeded. 


Actually it should mean the examina- 
tion of the disease process in its natural habitat, 





he 
nd 
a- 
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with blood and lymph coursing through it, at 
which time its appearance differs very marked- 
ly from its appearance out of that environment. 
The pathologist surely should have the right to 
see in vivo the material he must later study un- 
der the microscope, and he should have some- 
thing to say, too, about the selection of the ma- 
terial to be examined, and even about the best 
method of securing it, if the surgeon’s methods 
seem inadequate. 

One point I think should be = specially 
stressed in this connection, the pathologist’s re- 
sponsibility for the technic in his department. 
That he should have adequate equipment and 
skilful technical assistance goes without saying, 
but the supervision of the department in its 
technical details should still be his personal 
care. I remember at least one patient of my 
own who lost her life because the pathologist 
left too much to his technician, and the tech- 
nician failed to inc'ude in her sections an un- 
suspected but perfectly obvious area of malig- 
nancy which was discovered only when the later 
clinical course proved the first diagnosis to be 
wrong. The pathologist has the right to insist 
upon a proper specimen for examination, but 
the surgeon, in his turn, has a right to insist 
upon its comprehensive examination. 

The surgeon, for his part, must understand 
very clearly what the pathologist can and can- 
not do. He must understand that all patholo- 
gists are not equally expert, if for no other 
reason than that the opportunities for training 
experts are very limited. He must remember 
that even the best of pathologists is sometimes 
wrong, if for no other reason than that he is a 
human being and that in human _ beings the 
percentage of probable error is always higher 
than is realized. He must remember, too, that 
cancer presents no standard picture and that 
its microscopic diagnosis cannot be based upon 
a set of rules. Only the inexperienced opera- 
tor thinks that he can put a nickel, or less, in 
the pathologic slot and emerge with a diagnosis 
which he can accept without question. The 
most important thing for the surgeon to realize 
is that what he is receiving from the pathologist 
is not an established fact but a mere opinion, 
based on more or less expert knowledge, based 
on more or less wide experience, but still noth- 


un 
BSS 
wn 


ing more than an opinion. The pathologist has 
the advantage of the surgeon in that he sees 
more cancer, for all varieties pass under his 
microscope or come finally to his autopsy table. 
He is not omniscient, but he is safe providing 
that he knows when to say he does not know, 
and he would do well to realize that an oc- 
casional confession of ignorance really raises 
him in the surgeon’s estimation, for it con- 
viences him that he is dealing with an honest 
man. 

Since Broders’ first publication on the sub- 
ject, the grading of malignancy has become 
more and more important, though its value 
from the practical standpoint is still far from 
clear. For my own part, I am not yet willing 
to base my therapy upon such a tenuous and 
inaccurate basis, nor am I willing, except in 
the most general sense, to base my prognosis 
upon it. The malignancy index is of value 
chiefly in demonstrating the general tendencies 
of a particular type of growth; it tells practi- 
cally nothing concerning what is going to hap- 
pen to the patient you are dealing with at the 
moment. MacCarty lists fifteen possible fac- 
tors which influence prognosis, only four of 
which have to do with cellular structure, and 
that, I think, is as it should be. Certainly no 
cellular study can possibly be as important 
from the standpoint of prognosis as is the du- 
ration of the disease when the patient is first 
seen. Even the surgeons who look with most 
favor upon the grading of carcinoma reduce 
the matter, consciously or unconsciously, to a 
clinical basis. Thus Rankin, while making the 
point that in few other types of malignancy 
is the histologic yardstick of such prognostic 
value as in carcinoma of the intestine and rec- 
tum, immediately invalidates his thesis by de- 
manding to know also the degree of glandular 
invasion. 

The pathologist, in short, is a surgical con- 
sultant and not a miracle man. In that role he 
plays an exceedingly important part, for medi- 
cine, as someone has well said, is not solitaire. 
“Art uses one eye, science the other, but wis- 
dom uses both,” and it is a wise surgeon who 
adds the pathologist’s science to his own art. 
Wolbach, in an excellent paper on this sub- 
ject, says that the surgeon needs to be educated 








in pathologists as well as in pathology, needs to 
learn that the mere cutting and staining of a 
section does not develop a microscopic image 
requiring only the microcope to read. An in- 
tensifier is needed, he suys, composed of clini- 
cal knowledge, pathologic 


And he 


more a surgeon knows 


ability, and plain 
that the 


pathology, the 


common sense. concludes 


about 
less does he need a pathologist and the more 


often and the more intelligently will he use 


one. In other words, the surgeon, if you will 


tolerate the mixed metaphor, while standing 
upon his own clinical feet, will desire, for his 
own peace of mind and for his patient's safety, 
that his hands 


shall always be held up by a 


pathologist upon whom he can rely. 


DISCUSSION 


Dr. A. A. Herold (Shreveport): I think the 
Section ought to be grateful to a surgeon of Dr. 
Maes’ calibre for bringing us such a timely paper. 
So many do not appreciate the point brought out. 
I recently heard a radiologist say when a patho- 
logist asked for further information in regard to 
a case, “Why do you need all that? When we do 
our need all that.” When I ex- 
plained to him why we needed it, he was amazed. 

In regard to what Dr. Maes mentioned about 
traumatizing malignant 
goes in and gets a section for biopsy, he jeopar- 
patient greatly. I 

of the stomach subjected 
laparotomy few 


work, we don’t 


tissue, when a surgeon 


dizes the have seen cases of 


malignancy to explora- 
the patient 
remarkable 
trauma. If 


we go in and take a section for biopsy the danger 


tcry and in a weeks 


comes to autopsy and the change is 


in such a short time as the result of 


of metastasis is greatly increased. 

I do a certain amount of pathology at home, and 
doing that I realize Dr. Maes’ suggestion that the 
tumor should be thoroughly studied. I had a local 
case a few years ago, a prominent lady who had 
a tumor from which the surgeon removed a sec- 
tion and sent to me. I found small round sarcoma 
cells in the tumor, but was not satisfied and sub- 
mi‘ted it to a man more experienced than I. He 
did not find these cells and called it a granuloma. 
Later, we submitted the specimen to a prominent 
pathologist in New Orleans who confirmed my 
diagnosis. Subsequently, the growth got so large 
that all pathologists agreed it was round cell sar- 
coma. 

The pathologi:t should not examine one section 
but every section before he gives his opinion. He 


should have a clinical opinion and know some- 


46 Mares—Malignant Disease 


thing about the patient before he passes on the 
tissue. 

Dr. Foster M. Johns (New Orleans): It is de- 
lightful to hear a surgeon come to the rescue of 
the pathologists. The condition he complains of 
was certainly brought about through the patho- 
logist’s own fault, through his own inactivity in 
the past and the present trend of modern medical 
practice. 

Naturally, a question like this involves two dif- 
ferent groups of the medical profession. Dr. Maes 
gave the surgeon’s side and also sympathized to 
some extent with the pathologist’s position. 

The non-observance of consultation status of the 
pathologist in surgical hospitals goes back possibly 
twenty years or so ago—when pathology first be- 
came established as a specialty. Then it was that 
the pathologist sold his birthright for a mess of 
pottage to the hospitals in order to find employ- 
ment. In many instances today the pathologist is 
considered as mere “hired help” of the hospital; 
and as such he would not be expected ordinarily 
to study a case on an even footing with the sur- 
geon. Certainly he cannot get paid to do so on 
tie fixed fee basis for laboratory services. It 
is impossible for the pathologist to give his best 
opinion unless he is “in on the case” to the full 
extent of a duly qualified consultation and that 
is to be the final solution of the problem. 

Dr. Urban Maes (Concluding): The whole 
point of my paper was a plea for a closer liaison 
between the surgeon and the pathologist. As Dr. 
Johns has pointed out, the pathology department 
serves purely as a consultation department, and 
since this is so, it is wrong to ask the pathologist 
to serve as a consultant without letting him in on 
all the facts of the case. In malignancy these 
facts are particularly important, and yet we are 
discouraged in our use of the pathologist and the 
facilities of his department by the physical dif- 
ficulties thrown in our way. There is no reason 
why his office and laboratory should not be in 
close proximity to the operating room. There is 
no reason why a surgeon should have to send a 
block or two away to have a pathologist look at a 
piece of tissue or a patient. If he were closer, he 
could look at the patient before the tissue were re- 
moved, and then look at the tissue, and I am guite 
sure he would give a more competent opinion than 
he does now, when usually the tissue is all he 
sees, 

Our attitude today is that the diagnosis of early 
malignancy cannot be made without the coopera- 
tion of the pathologist. That makes him a con- 
sultant of equal rank, and entitles him to a look 
at the living patient as well as the excised spe- 
cimen. 
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THE CONSTITUTIONAL BASIS OF 
TRACHOMA* 


HANS SCHROEDER, M. D. 
NEW ORLEANS 


“The death rate has been cut in half; the 
ost encouraging feature of modern sanita- 
tion. To what is this to be attributed? 1. 
The improved social condition of the people, 
better housing, better food, better habits. 
2. The education of the people, which has 
made great strides, and a larger proportion 
There 
overcrowding, 
better food. 3. Segregation 
has done much to protect the healthy from 
the sick. 


are striving to lead hygienic lives. 


is less drunkenness, less 


better air and 


earlier and 
the condition is recognized before it is hope- 


4. The cases are seen 


* ” 
less. 


Time here does not permit a comparison 
between infection and the parable of the 
sower. 


“What makes a good soil? Fortunately 
the human body is not a very good culture 
inedium for the tubercle bacillus. The adult 
human individual in normal health seems to 
he practically immune to natural infection. 
A large proportion of all individuals become 
infected before reaching adult life and never 
have the disease. The studies of Naegli, 
Burkhardt, and others show that in fully 90 
per cent of the bodies of city dwellers who 
have died of disease other than tuberculosis 
small tuberculous lesions are present. Franz 
has shown that over 60 per cent of healthy 
voung adults react to the subcutaneous tu- 
herculin test. Using more delicate tubercu- 
iim ‘tests it is found that nearly all adults 
react, and according to Hamburger, who has 
employed the subcutaneous-local reaction, 
over 90 per cent of children are infected be- 
fore reaching the twelfth year of life. This 
leans, of course, that in a very small pro- 
portion of those upon whom the seed falls 
is the soil suitable for active growth—only 
a natural immunity keeps the race alive.” 


“What this suitable soil is has been the 


*Read before the Louisiana State Medical So- 
ciety, New Orleans, April 29-May 1, 1935. 


547 
subject of much discussion. From the time 
of Hippocrates the profession has recognized 
a tuberculous habitus, which has been var- 
iously described as disposition, diathesis, 
dyscrasia, temperament, constitution, or by 
the German word ‘Anlage’. The terms are 
not always regarded as interchangeable, but 
here for practical purposes Ribbert’s defini- 
tion suffices, that a disposition is ‘that pecu- 
liarity in the organism which allows of the 
effective working of the exciting causes of 
a disease’. Manifestly, such a disposition or 
constitution of the body may be inherited 
cr acquired. The studies of Pearson indi- 
cate the very great importance of heredity 
in the phthisical soil. that 
‘the diathesis of pulmonary tuberculosis is 
certainly inherited, and the intensity of the 
inheritance is sensibly the same as that of 


He concludes 


any normal physical character yet investi- 
gated in man. Infection probably plays a 
necessary part, but in the artisan classes of 
the urban population of England it is doubt- 
tul if their members escape the risks of in- 
fection, except by the absence of diathesis—- 
i. e., the inheritance of what amounts to a 
counter-disposition’.” 

“Acquired disposition means any circum- 
stances which lower the resistance of the 
Dwellers in cities in the dark, 
close alleys, and tenement houses, workers 
in cellars and ill-ventilated rooms, persons 
addicted to drink, are much more prone to 
the disease. 


body forces. 


The influence of environment 
was never better demonstrated than in the 
well-known experiment of Trudeau, who 
found that rabbits inoculated with tubercu- 
losis if confined in a dark, damp place, with- 
out sunlight and fresh air, rapidly succumbed, 
while others treated in the same way, but 
allowed to run wild, either recovered or 
showed very slight lesions. The occupants 
of prisons, asylums, and poor houses, too 
often, indeed, in barracks and large work- 
shops, are in the position of Trudeau’s rab- 
bits in the cellar and under the conditions 
most favorable to foster the development of 
the bacilli which may have lodged in their 
tissues.” 


“Occupation has an influence, in so far as 
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insanitary surroundings, exposure to dust, 
close confinement, long, irregular hours, and 
iow rates of wages, favor the prevalence of 
the disease. Certain local conditions influ- 
Catarrh of the 
1¢spiratory passages appears to lower the 
and favor the conditions which 


ence the soil very greatly. 


resistance 
enable the bacilli to enter the system, or to 
the 
particularly 


grow in tissues. The specific fevers, 


measles and whooping-cough, 
predispose to tuberculosis; and any lowering 
disease may do so, but in such cases it is 
very often not a fresh infection, but the blaz- 
ing of a smouldering fire.” 

“Trauma may be followed by local tuber- 
culosis. The injured part for a time is a 


the 


already present grow in the favorable con- 


locus minoris resitentiae, and bacilli 
ditions caused by the injury.” 

These quotations are from Osler’s text of 
19121. Substitute morbidity for mortality, 
and trachoma for tuberculosis, and you 
have an excellent description of the predis- 
posing causes of trachoma. The scrofulous 
diathesis is championed by the Italian school 
cf Angelucci, and was also considered by 
The associated 


nose and throat diseases are also mentioned 


Vossius* forty years ago. 
by von Liebermann*. Associated hypertro- 
phy of the tonsils is noted by Pascheff*. 
Bardanzellu’s® finding of 70 per cent of the 
trachoma cases to give a positive reaction 
for tuberculosis seems to be of no signifi- 
cance. 

Tissue changes show that in tuberculosis, 
and in granuloma in general, the sclerosing 
processes organize from the periphery to the 
center; the same takes place in trachoma. 
Vessels are few and mostly peripheral. This 
accounts for the chronicity of the disease. 
The most frequent termination in trachoma, 
contrary to tuberculosis, is the process of 
sclerosis. In the anatomico-pathological 
system the trachoma granule occupies an 
intermediate position between the follicle of 
follicular conjunctivitis, which is a simple 
evolutionary aberration, and that of the tu- 
berculosis granuloma.® 

While trachoma in Europe occurs mainly 
in the lowlands’, in the United States‘ and 
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Canada* it occurs only in the higher regions; 
iit fact, in British Columbia it is found prin- 
cipally in the mountainous regions, but is 
cither mild in its course or practically ab- 
sent in the Coastal regions. Vossius, refer- 
ring to East Prussia, stated that trachoma 
is found in persons between 10 and 40 years 
of age; seldom seen before six and in old 
age. Among the Indians the disease begins 
of the 
children, however, is milder®. 
Assalini® wrote in 1798 that “the inflam- 
imation of the conjunctiva in the ophthalmy 
of Egypt, and that of the membrane of the 
urethra afford discharges of which the ap- 
pearance is exactly similar.” 


in infancy. The course disease in 


Similarity of 
structural changes in conjunctiva in tracho- 
ma and gonorrhea are shown by Fuchs! 
(Fig. 46). Cellular infiltration around the 
b'ood vessels (Fig. 45, g) would indicate in- 
vclvement of the blood vessels locally, as in 
gonorrhea. The deep furrows (Fig. 45, t) 
show the obstinacy of this disease toward 
local treatment. Trachoma also shows some 
siructural similarity to syphilis of the con- 
junctiva. 

Other similarities in trachoma we find to 
pellagra, for it appears endemically among 
the poorer classes, and to scurvy which also 
affects the mucous membrane, but of the oral 
cavity; also to eczema papillomatosum by 
its infiltration and chronicity”. 

The greater prevalence of trachoma among 
the poor was observed by McGrigor® during 
the Egyptian campaigns of 1798-1807, where 
he noted that in the 88th British regiment 
less than 40 men escaped an attack, while 
only two officers out of 30 had the disease. 
Hirschberg’, some 40 years ago, found in the 
province of Posen 31-80 per cent of all school 
children affected with trachoma, while in the 
better city schools it was only 25-36 per cent. 

Great hopes were placed on the finding of 
a definite organism in trachoma!’ and a plan 
of treatment based on this. The similarity 
of the predisposing causes in this disease and 
that of tuberculosis makes me feel rather pes- 
simtistic in this respect. Koch discovered 
the tubercle bacillus in 1882, yet this dis- 
cevery has had no direct effect on the treat- 
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bacillus 
granulosis in trachoma does not even show 
such a 


ment of tuberculosis. Noguchi’s 


laboratory success. Thygeson!* 
could not definitely isolate the organism in 
16 cases of Egyptian trachoma, which is the 
same disease as that found in this country. 
In five of these cases he recovered a similar 
Gram-organism, but cultural characteristics 
were not identical.* The disease runs such 
a mild course that the patient is often not 
aware of having it till pannus develops. Oc- 
casional cases of spontaneous cure have been 
reported. It has been suggested that we are 
dealing with a mixed infection, or with sec- 


ondary invaders. 


Although there is some difference of opin- 
icon regarding the diagnosis, the presence of 
granules or follicles for a positive diagnosis 
is generally agreed upon. Birch-Hirschfeld™ 
is not convinced that light and severe cases 
He 
says that several examinations are necessary 
to make a positive diagnosis. Trachoma is 
also often in the supposedly “good” eye when 
examined with the slit lamp?®. 

Edmonston® was the first to state that 
trachoma is contagious. Birch-Hirschfeld 
this and had himself inoculated 
several times to prove that it is not conta- 
gious. Lindner'*# did the same and produced 
folliculosis. Vossius” said that it is infective, 
Lut not contagious. 

The 


siderable attention. 


are due to the same infecting organism. 


discounts 


received con- 
Axenfeld found them in 
52 per cent of early, “fresh”, or untreated 
cases. Howard found them in 65 per cent 
of cases among the Chinese. 


inclusion bodies have 


Weiss!® says 
that these bodies are found in greater number 
in blenorrhea of the new-born than in tra- 
choma. Similar cell inclusions 
have been found in the male and the female 


venital canals, so that Assalini’s observation, 


epithelial 


mentioned earlier, seems to have some sig- 
nificance. 

Morelli!* lays great stress on digestive 
disturbances in the etiology of trachoma in 





*Rieger’*a says Noguchi’s organism produces 


folliculosis and not trachoma. 


to this, 
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infants, while Wall® considers diet not to be 
involved in the etiology and believes such a 
concept pernicious. Experiments by Rice!® 
scem to show that vitamins are not involved 
in trachoma, but we must bear in mind 
loward’s!® warning that the term “inactive” 
is certainly the proper one to use rather 
than the word “cured” in cases of trachoma. 
Cohen, and Wilson, say that trachoma is 
practically an incurable disease; and Davis 
declares that “a quick cure of a conjunctival 
ccndition diagnosed and treated as trachoma 
is almost a guarantee of a mistaken diagno- 
sis.” v. Jilek’* concludes that there is no 
pre-trachoma, but that this is nothing but 
the well-known exudative while 
Falta’® gives signs and symptoms before the 
granules appear. 


diathesis, 


In trachoma as a parasitic agent, we are 
dealing with a weak obligatory agent con- 
tagious only by direct contact*®. With the 
inaterial taken from fresh cases it invariably 
produced the disease in the normal eye of 


trachoma cases, as in the normal control 
cases. Material taken from chronic cases 
generally did not produce the disease. 


True trachoma begins in the most vascu- 
iarized region of the conjunctivat, and ex- 
periments on animals are therefore doomed 
to failure*’, for they have poorly-developed 
lymphoid tissue?®. 


Howard’® claims that full-blooded Negroes 
are immune, or practically so, to trachoma. 
Blood transfused from these Negroes has 
given negative results. He thinks that pig- 
mentation is probably responsible for this 
immunity, since trachoma is most severe in 
its course in light-skinned races. Contrary 
Mackenzie’ relates the epidemic 
which raged on the French slave ship “Ro- 
deur” in 1819. The disease occurred during 
the voyage, and appeared first among the. 
160 Negroes crowded together in the hold. 

Blood changes show 1. a light to moderate 
anemia**, 2. a lymphocytosis* which increas- 
es with treatment and persists afterwards** 
(I presume this treatment is local), and 3. 
an eosinophilia‘, **, **. Lusza thinks that the 
cosinophilia is due to intestinal parasites pre- 








ma 


Towbin** finds the local catalase in- 
dex lower than the general index in tracho- 
ma. 


sent. 


Piquero*® considers refractive errors as a 
contributing factor in trachoma. I heard 
this theory advanced 23 years ago, but it 
probably has no significance. 

Pannus is favored by malnutrition, accord- 
ing to Vossius* who also states that pannus 
and relapses are often accompanied by symp- 
McHenry” thinks that it 
is due to the pressure of the rough and heavy 
lids, while von Liebermann* probably has 
irritation in mind when he says that it dis- 
appears with healing of the conjunctival 
condition. 


toms of scrofula. 


With all the evidence before us as to the 
constitutional basis of trachoma, the litera- 
ture is on the whole rather silent on this 
point. Angelucci** believes that trachoma 
develops only on an adenoid-lymphatic basis. 
Sgrosso** trachoma “a _ chronic 
evolution in a lymphatic constitution”, and 
that 


considers 
Francois** concludes it is not a local 
disease. 

Treatment of trachoma, as found in the 
literature, refers to it entirely as a local 
aisease. One of the latest is the preparation 
of a serum from trachoma cases by Esteban*® 
which he applied daily under friction to the 
upper tarsus till bleeding took place. He 
claims 80 per cent results after 3-4 weeks’ 
treatment. 

It is an axiom in medicine that where a 
great number of remedies are employed in 
Tra- 
choma reminds me of dandruff in this re- 
spect. 


a disease it is proof of its incurability. 


Some therapeutic agents employed in 
trachoma include: 


Medical: Abrin, acetic acid, alum, atro- 
pin, autovaccine, benzyl cinnamic_ ester 
(Jacobson’s_ solution), bismuth, bismuth 


1odosubgallate, blood serum, boric acid, cal- 


cium levulosephosphate, carbon dioxide 
snow, chaulmoogra oil, colloid copper, 
copper ammonio-sulphate, copper citrate, 


copper sulphate, copper thiosulphate, Dakin’s 
solution, gonococcal antivirus, tincture of 


iodine, jequiritol, jequiritol serum, mercuric 
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chloride, mercuric cyanide, mercuric iodide, 
mercurochrome, potassium permanganate, 
quinine and urea hydrochloride, _ silver 
nitrate, silver proteinate mild and strong, 
sodium carbonate, sodium chloride, tannic 
acid, tannin glycerole, tracholysin, trachosan, 
tricoire, tuberculin, and zine sulphate. To 
these have lately been added: attention to 
general health, tonics, elimination. 

Surgical: Brossage, grattage, massage, ex- 
pression, abscission, excission, scraping, scar- 
rification, transplantation,peritomy, peridec- 
tomy, radium, roentgen ray, cautery, diather- 
niy, ultra-violet rays, and blood transfusion. 

Such an array is enough to bewilder and 
confuse almost anyone. My conviction of a 
constitutional basis for trachoma is based on 
the anatomical changes stated earlier in this 
paper, and on the statement of Peters** 
that he obtained as good results from 
scraping of the conjunctiva with a blunt 
kuife as he did with more radical procedures. 

Finally, Schmidtbauer** says that if you 
do not treat the eye for a week or two, it 
will look better than during the whole course 
of treatment. The treatment up to the pre- 
sent has been to destroy the lymphatic tissue 
and replace it by scar tissue, a procedure 
that is perhaps not found in other branches 
of medicine, for the general surgeon tries 
to avoid scar tissue formation as much as 
possible. 

Want of time does not permit me to go 
into the treatment further at this time. 

In conclusion I wish to call your attention 
io the distribution of trachoma: 1. In Europe, 
as well as in Kentucky and Missouri, the 
aisease is restricted to the poorer classes. 
2. In Arizona and New Mexico the disease 
is endemic among the Indians, but absent 
from the white population. 3. In Egypt 
there is an exacerbation during the summer 
months, which is considered due to the heat 
aud dust, but can be explained on a nutri- 
tional basis as well. 4..A recent report from 
Amsterdam”? gives the incidence of tracho- 
matous disease in the elementary public 
schools, based on figures of 1928, as 10.1 
per cent among the Jewish as against 1.0 
per cent among the Christian children. 
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DISCUSSION 


Dr. T. J. Dimitry: I compliment any person 
who will stress in a reasoning process the inter- 
dependence of the body’s organs in the explana- 
tion of a local disease. It is unfortunate that 
such reasoning is not more frequently indulged 
in, and particularly if it is put in logical sequence. 

The doctor’s philosophy is strange in that he 
has used authority to speak for him and develops 
his subject from so many sources that it is hard 
to follow. The actors in his play are in abun- 
dance. My opinion, and I dare say all agree, is that 
there is a constitutional basis in trachoma but he 
has not established in his contribution any tang- 
ible advances over what has been known. Does 
he cure by the treatment of the constitution, and, 
if he does, how is it accomplished? And even if 
he does, it is not established thereby that tra- 
choma is other than a local disease. 

I have in my writings repeatedly made known 
that I do not consider trachoma a conjunctivitis, 
nor a tuberculosis of the conjunctiva would I call 
a conjunctivitis, and that the conjunctivitis which 
is most commonly found in association with tra- 
choma is an infection on a trachoma pathology. 
The conjunctivitis infection on trachoma and the 
conjunctives as a whole can be readily improved 
by trea‘ment, and this accomplished by the excita- 
tion of the reticulo-endothelial system, but because 
such is attained, only proves that the constitution 
can prevent and overcome disease. This would be 
equally true for vitamins, diet, etc. Increased 
bodily resistance can be established for trachoma 
equally as well as for other diseases. 

Great numbers of ophthalmic surgeons, myself 
one of them, believe that the removal of the fibro- 
elastic band of the lids, designated anatomically 
as the tarsus, greatly benefits trachoma, and ex- 
cellent results are had even though the disease 
has existed only for a short period. It is because 
ot the results had by the surgical removal of the 
tarsus that I have searched out by microscopic 
study the sectioned tarsus. At this time, I have 
rot obtained sufficient information to justify a 
statement. I have been waiting to hear someone 
say that the fibro-elastic tarsus should be _ re- 
moved, prophylactically in infancy, so that the 
disease would not be acquired in those people who 
live in countries where it is prevalent to the ex- 
tent of 90 per cent. This statement has not come 
about as yet, however, the tarsus is being re- 
moved in sub-acute trachomatous conjunctivitis. 

My treatment for trachoma may be reduced to 
the following few words—get rid of the conjunc- 
tival infection that accompanies the trachoma. 
This is to be had by the use of foreign proteins. 
At the present time, I am using the Brook’s Hemo- 
protein. These proteins are helpful to both pro- 
cesses. I then either make the tarsus pliable or 
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I remove the tarsus surgically, and either of these 
two are performed even though there be no scar 
tissue in the tarsus. 

Those granules shown to you on the screen are 
made to empty themselves, and in emptying them- 
selves it is like emptying a little abscess or a 
boil. The lid is treated so it will be made pliable 
and soft, not with the idea of scraping it and 
producing scar tissue. It is a massage, not a 
grattage. One does not destroy a conjunctival 
tissue, and the other does definitely destroy it. 
One produces scar tissue and the other does not. 
Trachoma is a scar tissue producing disease. If 
you grate it and scrape it you are producing more 


scar tissue. However, be mindful of this: The 
disease is not a conjunctivitis. If it were, you 
would not extirpate a part for the cure of the 


whole. It is not logical to think that anyone would 
believe that trachoma is a disease in which you 
can remove a part of a conjunctiva and hope to 
effect a cure. In fact it is a tarsitis which is 
fundamentally at the bottom of the disease con- 
dition. The conjunctivitis is merely an implant or 
an infection on the trachomatous base. Some- 
one will say we remove the tarsus because of the 
distortion, but we really remove it before it be- 
comes a disease in a subacute state or 
state. 


chronic 


Analogous to the reasoning of the essayist, I 
willingly say that trachoma has been reduced 75 
per cent in the clinics of the City of New Orleans 
in the last five years, and this is had even though 
no treatment has been given. At the Charity 
Hospital we had plenty of trachoma a few years 
ago, and today literally none. In the Philadelphia 
clinics and others they got well, not because the 
doctors treated them, not because any particular 
technic was brought into play, but they got 
well just the same, maybe it was that the food 
has brought the cure about. Just why such has 
happened is not accounted for other than during 
the period of prosperity our people were able to 
put on a greater resistance to this and other eye 
diseases. Another disease, namely, scrofulous 
ophthalmia, has practically disappeared from the 
clinics. 

My understanding of the contention the doctor 
advances is that trachoma is a social problem, 
which as a consequence develops the constitution- 
al disease, 

He believes the people should have proper food, 
ciothing and housing, and that the masses are to 
be protected from the villainous industrialists and 
the slums they establish, and, in this way, build 
a constitution that will resist such a disease as 
that of trachoma. 


Dr. W. R. Buffington (New Orleans): Volumes 
have been written about trachoma; yet, all we 
know about this peculiar symptom complex from 
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antiquity to the present time could be condensed 
into twenty single-spaced typewritten pages. Its 
etiology is just as much in dispute now as it was 
in the days of Hippocrates. 

International medical opinion, however, has ad- 
mitted these facts: That it is universal; that it 
thrives best in filth and poverty; that it is more 
prevalent in some countries than in others; that 
it entails years of great suffering, ending finally 
in impaired vision or blindness. History records 
that trachoma originated in Egypt and Palestine. 
After these admissions, medical opinion is com- 
parable to the “Confusion of Tongues” in the erec- 
tion of the Tower of Babel. 


It has been well said: “Statistics on trachoma 
are not reliable because they are too greatly in- 
fluenced by the personal attitude of the examiner.” 
Four theories can be formulated from the vast 
literature on the subject: 


1. A definite disease due to a _ specific, 

highly contagious—as yet unidentified— 

germ or virus. 

A group of symptoms, the basis of which 

is a racial, familial, of individual consti- 

tutional background; that the frequent 

exacerbations are due to a super-added 

microbic infection; that the syndrome, 

called trachoma, is a culmination of these 

contributing agents. e 

3. An endogenous constitutional lymph- 
adenoid disease of the conjunctiva, and 
not an inflammatory lymphatic infiltra- 
tion. (Pascheff). 

4. Diet deficiency. 


bo 


If trachoma be a contagious disease, the specific 
agent has not yet been found. The infectivity of 
the bacillus granulosis has been generally discred- 
ited. In Egypt, Wilson, inoculated norma! hu- 
man conjunctivae with this bacillus; not a single 
ease developed trachoma. Intracellular inclusion 
bodies have been thought to be infecting agents, 
or the result of the specific agents. Wilson was 
unable to produce human trachoma with inclusion 
bodies. Besides, they are not peculiar to tracho- 
ma; they are found in other conjunctival diseases. 
1ifford and Lazar demonstrated inclusion bodies 
in conjunctivitis artificially induced by chemical 
agents. No one has been able to reproduce tra- 
choma by transplanting trachomatous material 
directly into the normal human conjunctiva. I 
believe the inclusion bodies are the visible evi- 
dence of epithelial phagocytosis, or else they are 
the result of nuclear degeneration of damaged 
epithelial cells. MacCallan, the greatest authority 
on Egyptian trachoma says: “Until the alleged spe- 
cific organism is isolated, judgment must be sus- 
pended.” According to Pascheff: ‘Trachoma exists, 
but is not epidemic in Bulgaria.” Redslob states 
that 300,000 Alsatians were sent to the eastern 
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front during the World War; they were billetted 
in the homes of the Polish and Letish inhabitants, 
among whom trachoma is common, yet they re- 
mained free from infection. A personal opinion 
expressed by Dr. Wilmer of Johns-Hopkins in a 
private interview is that the so-called American 
trachoma is not contagious. 

In support of the second theory, authorities 
agree that trachoma begins in early life in coun- 
tries where its incidence is high. Gugleonetti 
finds that at least 45 per cent of infections have 
begun before the age of 15 years. MacCallan 
states that in Egypt the disease becomes manifest 
shortly after birth. These facts offer convincing 


argument that race, country and environment, 
play important roles in the prevalence of tra- 
choma. In this country the severe exacerbations 


often seen are due to such infections as the Mo- 
rax-Axenfeld and the Koch-Weeks bacilli. In 
Egypt and the near East a non-venereal 
coccus is often responsible for 
imposed infection. These micro-organisms 
to an already damaged. or 
junctiva often become virulent. 
a recurrence of true trachoma with corneal 
complications in three healed cases when 
eserine was instilled for glaucoma, suggesting the 
possible effect to persons predisposed. Barnett 
is 1876, reviewing all facts up to that time, con- 
cluded that trachoma was not a local disease due 
te specific infection but a local manifestation of 
some dyscrasia. Peters of Germany, and Burle- 
son of Texas believe that it is the sequel to many 
forms of conjunctival inflammation. 


gono- 
a severe super- 
added 
con- 
reports 


diseased 
Sedan 


The third theoretical conception that it is an en- 
dogenous constitutional lymph-adenoid disease of 
the conjunctiva, and not an inflammatory lymphatic 
infiltration, is more or less hypothetical. It is a 
known fact that the conjunctiva is a lymph-ade- 
noid membrane and that it shows a variable tissue 
reaction to different diseases and irritants. Pas- 
cheff, one of the greatest living authorities on 
diseases of the conjunctiva, believes that such 
diseases as vernal catarrh, folliculosis, phlyctenu- 
losis, and trachoma, are tissue reactions to tra- 
cheo-bronchial adenopathy or some other constitu- 
tional disorder. 


My own observations teach me that trachoma 
is not a specific infection. It is not contagious. 
As a rule, only one or two members of a large 
family are affected. This suggests an individual 
predisposition. My experience, based on the treat- 
ment of trachoma, forces the conclusion that a 
qualitative or quantitative diet deficiency is the 
greatest single factor in this disease process, and 
that many exacerbations are due to super-imposed 
infections by such micro-organisms as the Morax- 
Axenfeld diplo-bacillus. In 1926, the late lamented 


Dr. Stucky said: “I believe trachoma will be 
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proven a deficiency disease due to faulty or un- 
balanced diet.” His opinion was based upon a 
vast experience with trachoma in the mountains 
of Kentucky. The effective treatment if carried 
out is—Hospitalize; remove all foci of infection; 
give them the benefit of fresh air and sunshine 
and place them on a diet which is rich in vitamins, 
similar to that given pelegrins. Codliver oil should 
be given systematically and routinely. Local treat- 
ment must not be neglected. It takes six months 
to one year of intensive treatment, or I might 
say training, to remake the constitution in order 
to permanently cure the disease. 


Dr. Hans Schroeder: When I made the 
comparison between the _ predisposing factors 
of tuberculosis and trachoma I did not mean to 
imply that they are the same chemically. I regard 
pulmonary tuberculosis in its early stages as a 
nutritional edema of the lungs with an associated 
constitutional factor deficiency, and the tubercle 
bacillus as the invader on this prepared 
paraphrase Osler. 


soil, to 


In trachoma I found an element deficiency in 
conjunction with a mild deficiency of a certain 
vitamin. Time did not permit meto go into this for 
the scientific background involves over 40 ref- 
erences to the literature. I have to reserve it for 
a separate paper. 


Paracelsus said 400 years ago that if there is 
a disease in the body, all healthy organs must 
fight against it; not one alone, but all. We have 
made some progress, e. g. foreign proteins and 
antitoxins, but we have to apply more of the in- 
formation of general medicine. The microscopi¢ 
outlook of the specialist has to be changed to 
the macroscopic one of the general practitioner. 

The inclusion bodies as found in 50 per cent of 
trachoma cases may or may not have any signifi- 
cance. Ann Kuttner and Shao-Hsun Wang (J. 
Exper. Med. 60:773, 1934) of Peiping state that 
inclusion bodies may be due to a filterable virus 
of low virulence or to other agencies. Six of 13 
workers tried to demonstrate the presence of the 


virus, but only 3 succeeded. 
Inclusion bodies were found in the salivary 
glands of Chinese infants dying from miscella- 


neous causes. 
previously 


The lesions are similar to those 
described in infants in Europe and 
America. These lesions could not be reproduced 
in animals. Inclusion bodies have also been found ° 
in the submaxillary glands of hamsters, white 
mice, and wild rats. In these animals the lesions 
are produced by a virus which is specific for each 
species, and which is very similar to the submax- 
illary gland virus of guinea pigs. Applied to the 
human it means that if we are dealing with a 
virus, it is of low virulence and specific for the 
human race. For this reason the transmission of 
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the disease to animals has been unsuccessful. 
This we know. 

Hass (Am. J. Path. 11:127, 1935) found inclusion 
bodies in the parenchymal cells of the liver and 
adrenals of a premature, two-weeks-old infant. 
He also assumes a filterable virus. 

If we are dealing with a virus of low virulence 
I feel that by supplying the missing factors in 
the body, the virus does not have any chance to 
establish itself. We can then disregard bacterial 
granulosis and the secondary invaders. When we 
corrrect the soil for this disease the invading or- 
ganisms will have no significance, and the disease 
which we know as trachoma has no basis for 


existence. 


Dr. Schroeder (Closing): I thank the gentlemen 
very much for the interest they have taken in this 


subject. 
Dr. Dimitry complains that I quote so many 
authorities. I have to quote authorities till I am 


considered one myself. He said my paper made 
no advances; the advances come in my next paper 
entitled: The Constitutional Treatment of Tracho- 
ma. I could not possibly give it all in one paper. 

The doctor speaks of the villainous industrial- 
ist; he used to be villainous, but he found out 
that a healthy and contented worker turns out 
more work; that’s why we have industrial medi- 
cine and industrial surgery today. 

As to the removal of the that, to my 
nind, resolves itself into the treatment of McHenry, 
which is to relieve pressure. The severe trauma 
involved also causes a pronounced hyperemia with 
tissue reaction, and naturally the hyperemia mobi- 
lizes the leukocytes. As a routine procedure I can- 
not endorse it. 

Dr. Buffington was very kind to give you the dif- 
ferent theories of trachoma, but you all know those 
from your student days. I did not come here to 
tell you about the theories; all I wanted was to 
draw your attention in one direction, which is fun- 
damental and basic. We have had enough of theor- 
ies in medicine, we want to get down to business. 


tarsus, 





GYNECOLOGICAL ASPECTS OF LOW 

BACK PAIN* 

JOHN F. DICKS, M. D. 

NEW ORLEANS 
This symposium on low back pain was 
#rranged with a view of focusing the atten- 
tion of the profession upon this most com- 
mon and annoying symptom, and to show 
how closely it is related to the various spe- 


cialties. So important is this cooperation 
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that some of our leading gynecological cli- 
nics have established departments of ortho- 
pedics to enable them to make more accurate 
diagnoses. 

A most interesting and instructive treatise 
might be written about backache in women. 
Were this symptom studied from every view 
point, possibly the longest chapter would be 
written by the gynecologist. 

Ward in an analysis of the records of the 
Hospital in New York, 
that approximately 
eighty-five per cent of our gynecological 


Woman’s states, 


“Our statistics show 
cases complaining of backache are caused by 
gynecological pelvic diseases and the remain- 
ing fifteen per cent by orthopedic or non- 
surgical conditions.” 

Lynch in an analysis of over a thousand 
cases found that forty nine per cent had sa- 
cral or lumbar backache, of which 76.5 per 
cent were due to a gynecological condition, 
seven per cent were of doubtful etiology and 
16.5 per cent were definitely orthopedic. 
satisfaction I undertook a 
study of one hundred cases that had definite 


For my own 
gynecological pathology and found that sixty- 
eight cases had backache, thirty-two had no 
backache. <A that is 
rixty-eight per cent of cases 


symptom present in 
is certainly 
worthy of our consideration and _ closer 
study. 

In the first place it may be stated that 
Lackache above the lower lumbar and sacral 
1egions have no direct relationship with pel- 
vic disease, and that though such backaches 
are sometimes relieved by pelvic operation, 
the causes of the relief are indirect or inciden- 
tal. 


Aristotle has been associated with retro- dis- 


Backache in women since the days of 
placement of the uterus. According to mod- 
ern conception this cause has been grossly 
exaggerated. 

Graves, in an attempt to solve the problem, 
studied the histories hundred 


of five con- 


secutive cases of retro-version and found 


that seventy-six per cent complained of low 
backache. He states that there can he no 
doubt of the fact that retro-displacement 


does cause backache. 
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Ward quoting Jaschke who recently com- 
pared a thousand cases of retroflexion with 
a like number of anteflexion and states he 
found -the supposed characteristic symptoms 
of retroflexion present in both series. 

Assuming then from a review of the litera- 
ture and from our own personal experience 
that there are many simple displacements 
that do not cause backache, let us see what 
types do, and under what conditions it does 


occur: 

(1) Symptoms do occur when the ute- 
rus is displaced, and there is an 
associated chronic metritis where 
the uterus is large and there is 
passive congestion. 

(2) Where the displacement is asso- 
ciated with varicose veins of the 
broad ligament. 

(3) Where the displacement is fixed 
due to adhesions. 

(4) Where there are large prolapsed 
ovaries. 

(5) And most important of all where 


there is displacement associated 


with the descensus of the uterus. 
Retro-displacements of the uterus must be 


ciassified as: 


(1) Congenital. 
(2) Acquired. 
(3) Old. 

(4) Recent. 


Congenital displacements rarely give symp- 
toms of backache. By recent displacement 
we mean those that occur after delivery, and 
if diagnosed and reduced may be cured 
Therefore, it is of utmost 
importance to examine obstetrical cases six 
weeks up to six months after delivery. Sub- 
involution of the uterus is the chief cause 
of displacement after delivery, the 


chief cause of subinvolution is poor obstet- 


without surgery. 


and 


rical care with neglected cervical tears and 
errosions, and allowing the patient to resume 
her activities too soon after delivery. I can- 
rot stress too strongly the importance of 
neglected erosions and infections of the cervix 
as a potential cause of backache. If an ero- 
sion is left untreated a subsequent metritis 
and para-metritis may 


develop, a_ large 
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boggy uterus results and this is the type 
that gives trouble. This condition may be 
avoided by a routine cauterization of the 
cervix Whenever erosions occur. 

It is of utmost importance to determine 
before operation if a given displacement is 
responsible for backache. 
be reduced and 


If the uterus can 
and 
the symptoms relieved, then we may pro- 


a pessary introduced 
ceed with the operation and feel sure of a 
good result. From the above analysis it is 
evident that all displacements do not cause 
backache. Many a woman might be spared 
a laparotomy if the surgeon was in doubt 
by simply strapping the back and waiting 
for symptoms to subside. 

Bullard, from the Clinic of Woman’s Hos- 
pital of New York, studied seven hundred 
twenty-one cases of backache. Of these one 
hundred and twenty-nine were due to retro- 
version without any other complication. Of 
these hundred and twenty-nine they were 
all operated on. The symptoms were relieved 
in a hundred and three. Twenty-six cases 
were unrelieved: over twenty per cent fail- 
ure in a well organized gynecological clinic. 
Imagine the percentage when 
this most popular operation is done by the 


of failure 


rank and file of the medical profession, the 
occasional operator, the general practicioner. 

To my mind one of the most frequent di- 
rect causes of low backache is pelvic con- 
gestion. Any pathology within the pelvis 
producing this condition is the causative fac- 


tor. Under this heading we must consider: 


(1) Premenstrual congestion. 
(2) Tubo-ovarian inflammation. 
(3) Chronic metritis. 
(4) Para-metritis which is often due 
to a lacerated infected cervix. 
Another great group of gynecological 
backaches should be classified under the 


heading, Pressure Causes. 
tibroids, 


These consist of 
ovarian cysts, dermoids, papillo- 
cyst adenoma or sarcoma of the ovary. In 
these growths the pain is due to pressure on 
the cervical ganglia of the sympathetic ner- 
vous system, in the region of the cervix, 
rectum and utero-sacral ligaments and on 


the roots of sacral nerves. Pressure symp- 
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toms are also due to pressure on the rectum 
and bladder with resulting constipation and 
gas formation. 

A survey of gynecological backache would 
not be complete without considering that 
group where symptoms are due to traction 
on the ligaments and the supports of the 
pelvic organs, as in descensus of the uterus, 
in prolapse, cystocele, and rectocele. So 
important do I consider this group that I 
read a paper before the State Society on the 
“Importance of the Utero-Sacral Ligaments 
in Descensus of the Uterus.” 

The elements comprising the substenacular 
apparatus of the uterus may be divided into 
three parts: 

(1) The upper supporting. 
(2) The mid supporting. 
(3) The lower supporting. 

They all play their part in keeping the 
uterus in it’s normal position and the yield- 
ing of any one of them causes strain to be 
thrown on the other, and this strain is a di- 
All the structures 
attached to the body of the uterus may be 


rect cause of backache. 


classified as to the upper supporting group. 
Under this the the 
round and the ovarian ligament. The mid 
the 
cervico-pelvic or 


head we have broad, 


supporting group consists of utero- 


the lateral 
Mackenrodt ligament. 


secrals and 
The lower support- 
ing group consists of the pelvic floor and 
fascia. 

One interesting clinical observation I have 
made is that women with a first degree pro- 
lapse usually complain of a 


great deal of 


low backache. As the prolapse grows more 
marked and becomes complete the backache 
usually subsides. 

I have avoided but 
have many cases of interest where patients 
have 


personal histories, 


been treated by competent ortho- 
pedists, have been subjected to belts and 
braces galore; these patients being subse- 
quently relieved by the proper gynecological 
diagnosis and procedure. In fairness to the 
orthopedists, neurologists and the urologists, 
I feel that they have had the same experience 


only the shoe has been on the other foot. 
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Stumdorf in a very excellent article says 
that he thinks gynecological backache is a 
spastic backache. The gynecological factor 
being one among many causes of 
spastic pain in the lumbo-sacral area. 

The myo-spasm is a protective pheno- 
menon like that observed in other muscular 
wreas over deep seated irritation. It pro- 
tects the inflammed viscera by tilting the 
pelvis out of the direct line of intra-abdomin- 
al pressure. Any structural or functional 
limitation of the mobility range in the sacro- 


myo- 


lumbar joint causes muscle strain manifested 
by spasticity and backache. In other words 
gynecological pathology causes a compensa- 
tory backache. It is not due to the path- 
ology itself, but as a muscle strain as a re- 
sult of it. 

“The modern trend of advanced clinical, 
procedure subjects every regional manifesta- 
tion of a disorder to a most searching an- 
alysis of it’s cause. Chemical and biological 
aids are used in the tracing of the links from 
cause to effect and yet how many gyneco- 
logists direct a single glance of superficial 
inspection to the aching back of a patient 
until it’s post-operative persistence impels a 
closer search for it’s cause”? 





UROLOGICAL ASPECTS OF LOW 
BACKACHE* 


JOHN G. PRATT, M. D. 
NEW ORLEANS 


Backache is at times a symptom of a urological 
condition, but it more frequently denotes some 
other condition. From the urological aspect we 
limit the field of backache from the last dorsal 
vertebra to the tip of the coccyx. This field is 
again divided into the upper and lower; i.e., 
backaches which occur in the lumbar portion of 
the back and those which occur from the first 
sacral down to the coccyx. Again anatomically 
ve divide backaches into those located over the 
erector-spinae group of muscles and just lateral 
to this group, and those which are located over 


the vertebra. We do this because in the aver- 





*Read before the Orleans Parish Medical Society, 
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age layman’s mind any pain or ache in the back 
is called backache, and in order to obtain a 
clear idea as to the point of pain, we make the 
patient state specifically the exact area in which 
he feels his aching pain. 

A question of importance is whether the back- 
ache is unilateral or bilateral, or whether it ex- 
tends across the entire back. If pain is un- 
ilateral it leads us to believe there may be some 
kidney condition as the cause; bilateral back- 
ache may be caused by a bilateral kidney con- 
dition, while backache across the entire back 
may be due to some septic absorption from a 
urological infection. 

Low backache felt across the sacrum makes 
us suspicious of a prostatic condition, whereas 
a lateral sacral pain rather leads us to believe 
that there is some sacro-iliac disease present. 
This is just the opposite of the pain which is 
seen in the upper lumbar regions. The back 
pain which is more frequently associated with 
kidney conditions is felt in the costo-vertebro 
angle and most particularly over the superior 
lumbar triangle. The kidney condition which 
produces this type of pain frequeutly causes a 
pain radiating anteriorly below the costal mar- 
gin into the anterior portion of the abdomen, 
or radiating anteriorly and downward towards 
the groin. 

Pain in the back may be of several different 
types. Pain may be felt only upon movement, 
-—flexion or extension of the body in any di- 
rection. This type is usually due to some in- 
volvement of the vertebral joints or the muscu- 
lature of the back, such as we see in cases of 
lumbago or in arthritis, aml is never caused 
by a urological condition. 

There is an intermittent type of backache 
usually felt lateral to the erector-spinal group 
of muscles in the lumbar region, which is re- 
lieved by lying down and aggravated by being 
in the erect position over any length of time. 
This more or less dragging type of pain grad- 
ually grows worse as the day progresses, and is 
the kind frequently associated with a movable 
kidney with some hydronephrosis. When the pa- 
tient lies down the kidney goes back into place, 
and there is an emptying of the kidney pelvis 
and the pain is relieved. This backache may 
become suddenly very severe and the patient 
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have a Dietl’s crisis, due to a complete block- 
age of the urinary outpour of the kidney, be- 
cause of kinking of the ureter. 

Stone in the pelvis of the kidney may pro- 
duce a backache located over the kidney area on 
either side, which may become aggravated by 
As a rule a 
stone in the pelvis of the kidney will sooner or 
later produce blockage of the ureter at the 
uretero-pelvic junction, or by passing into the 
ureter and blocking the ureter itself, thus caus- 
ing severe kidney colic. 


the erect position and exercise. 


A patient may have 
backache caused by stone for a number of 
months before a real colic reveals the true na- 
This was true of a case 
seen recently in which the patient, for several 
months prior to colic, had a nagging pain in 


ture of his disease. 


his right lumbar region. It was only the colic 
that brought him to the doctor, and roentgen 
ray revealed a stone approximately the size of a 
fingernail in the kidney pelvis. 

Infection of the kidney, as in an early case 
of pyelitis, may produce a nagging unilateral 
or bilateral backache before there is any evi- 
dence of fever. This may continue for a few 
days to a week or more before there is a chill 
and a rise of temperature. We believe this is 
most probably due to inflammatory processes 
in the mucosa of the pelvis and ureter, produc- 
ing enough occlusion of drainage to cause pel- 
When further occlusion 
takes place it is then that the pain becomes 
more marked and chills and fever take place. In 
pyelonephritis there is a considerable enlarge- 
ment of the kidney substance with capsular 


vis tension and pain. 


tension which also produces pain, continuing 
even after the kidney drainage is reestablished 
and temperature has subsided. 

In cases of tumor of the kidney where the 
mass of the kidney has been greatly increased, 
such as in hypernephroma, there is considerable 
weight exerted upon the kidney attachments, 
which produces a dragging sensation felt over 
the kidney region. This is also true in cases of 
hydronephrosis, which come on gradually over 
a period of time, the weight being caused by 
the large amount of urine retained within the 
kidney pelvis. 

It is difficult to determine the exact cause of 
sacral backaches, as this type of pain is very 
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common and there are a number of conditions 
which can produce sacral pain. Of course, in 
the female, the pelvic organs are very often 
at fault. 
often the cause of this condition and can be 
ruled out only by treatment of the gland. The 
size, the shape, the consistency of the gland as 


In the male the prostate gland is 


determined by digital palpation, or even exami- 
ration of the prostatic secretion will not tell 
whether or not the gland is causing the pain. 
However, four or five masages of the gland 
will give a marked improvement or even total 
relief, if the pain is produced by the prostate. 
For this reason it is our belief that this type of 
backache is a reflex pain, and not a true septic 
condition. However, in marked cases of acute 
prostatitis we see a generalized backache, and 
again we see large subacute inflammatory con- 
ditions of the prostate without any backache 
being present. We also see large hypertrophies 
of the prostate with no pain, and carcinoma of 
the prostate where the gland is huge, without 
backache. We have noticed in a large number 
of cases complaining of sacral backache, the 
complete relief which has followed even one or 
two massages of the gland. <A case which il- 
lustrates this point was seen only recently. The 
patient stated that he had had a very bad sacral 
backache for a period of several months, and 
had tried all the usual remedies,—strapping, 
etc., even a chiropractor. His gland when ex- 
moderate in size, 
lumpy and irregular, and the prostatic secretion 


showed moderate pus. 


amined was only slighly 
Within two hours after 
the massage he stated that the backache was 
much relieved, and after the second massage 
three days later his backache disappeared and 
has not returned. 

When there is backache located anywhere in 
the lumbar spine, in the sacrum, or in the sacro- 
iliac region in an elderly man, examination of 
the prostate gland should always be made, as 
there is a possibility of cancer of the prostate 
gland being present with metastases to the bony 
structures near about. 

Every case of backache should be thoroughly 
examined to determine the cause of the pain. 
This examination can be complete only when 
there has been a thorough urological investiga- 
tion made to prove or disprove the genito-uri- 
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nary organs as causative factors. If roentgeno- 
grams are to be made of the lumbo-sacral ver- 
tebra, the patient should be prepared so that 
the picture may show the kidneys, ureters, and 
bladder. For the physician to exclude the gen- 
ito-urinary system it is necessary that the pros- 
tate be palpated and the secretion examined 
microscopically; that the kidneys be palpated 
and any enlargement or sensitiveness in the kid- 
ney region noted; that the freshly voided 
be examined for albumin, 
blood and bacteria. 


urine casts, pus, 
If albumin is found in the 
urine this means that there is some irritative 
process going on in the kidney. If associated 
with casts and nothing else, it means an irrita- 
tive nephritis due to a focus elsewhere in the 
body. If blood is present in the urine it may 
be due to a nephritis, but in the greater percent 
of the cases it is due to stone, hydronephrosis, 
tumor, infection, tuberculosis, or any of a large 
number of other urological conditions. If pus 
and bacteria are associated with the blood, it 
means that there is an infective process which 
may be secondary to one of the preceding con- 
ditions. If pus and bacteria are found with- 
out blood, albumin or casts, infection may be 
purely of the lower urinary tract, and again it 
may be due to infection of the upper urinary 
tract. From these facts one can see that it is 
essential that should these pathological elements 
be found in the urine, it is necessary to go fur- 
ther with one’s examination to determine the 
organs involved and this can be done only by the 
methods used in the general urological survey 
of cases. 





THE ORTHOPEDIC ASPECTS OF 


LOW BACK PAIN* 


G. C. BATTALORA, M. D. 
NEW ORLEANS 


Owing to the multitude of etiological factors 
involved, low back pain is one of the most dif- 
ficult while at the same time most interesting 
conditions that the orthopedic surgeon is called 
upon to treat. Next to headache it is probably 


the most common symptom for which the patient 


*Read before the Orleans Parish Medical Society, 
October 14, 1935. 
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seeks relief. In a number of cases the pain is 
symptomatic of some condition not referable 
to the spine, but in by far the greater number 
of cases it is attributable to some orthopedic 
condition. 

The various orthopedic affections in which 
low back pain may be a prominent symptom are 
as follows: 

1. Congenital anomalies. 

2. Postural defects. 

3. Traumatic affections. 

4. Neoplasms. 

5. Lesions of the intervertebral discs. 

In this classification I have left out spinal 
cord tumors, for even though the orthopedist 
frequently sees this condition it strictly belongs 
to the neurologist. 


1. CONGENITAL ANOMALIES 

Spina Bifida Occulta. This is the condition 
where there is failure of fusion of the neural 
arches, leaving an opening posteriorly which is 
bridged over by a tough connective tissue mem- 
brane. It is the most common congenital de- 
fect noted, but rarely gives rise to symptoms. 
This condition should be kept in mind when 
dealing with certain trophic disturbances of the 
lower extremity, or with congenital deformi- 
ties of the extremity, or in cases where there 
is progressive development of contractures as 
seen in claw foot. 

Sacralization of the fifth lumbar vertebra. 
This may be unilateral or bilateral. The trans- 
verse process of the fifth lumbar vertebra may 
be abnormally long and may actually impinge 
on the ilium or sacrum. In an A-P roentgeno- 
gram we may see what looks like impingement, 
but on taking oblique views this may not be the 
case. The impingement itself does not cause 
pain, for frequently the pain is referred to the 
opposite side. However, it does produce an ab- 
normal leverage action on lateral bending or 
rotation that predisposes to sprains at the lum- 
true of un- 
ilateral sacralization of the transverse process 


bosacral juncture. This is also 
of the fifth lumbar vertebra, where there is 
actual fusion of the process to the sacrum or 
ilium. In bilateral sacralization, the fifth 
lumbar vertebra becomes a component part of 
the sacrum and the lumbosacral junction is 


shifted one vertebra higher. In this condition 


wi 
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lateral motion and rotation of the spine will be 
limited. 

In unilateral sacralization or in impinge- 
ment of the fifth lumbar transverse process, it 
was formerly thought necessary to remove the 
offending process. This procedure is not done 
any more, as it has been found that the patient 
was made worse. The procedure of choice is 
some type of fusion operation. This is done 
only in persistent cases of backache where the 
defect is noted and where relief cannot be ob- 
tained by the measures that will be outlined in 
considering postural defects of the lumbosacral 
spine. 

Spondylolisthesis. This is the condition 
where there is forward displacement of the 
fifth lumbar vertebra on the first sacral, or, 
less commonly, displacement of the fourth lum- 
bar on the fifth. It is a condition resulting 
from failure of fusion of the neural arch with 
the vertebral body. 
doarthrosis. 


There is a resulting pseu- 
With the stress and strain of the 
superincumbent weight there is a gradual sepa- 
ration of the two component parts of the fifth 
lumbar vertebra and the typical deformity re- 
sults. Where there is no separation at the la- 
minar defect the condition is spoken of as pre- 
spondylolisthesis. 

In a typical case there will be a marked ac- 
centuation of the lumbar hollow. On palpating 
down along the spinous processes we will find 
that the process of the fifth lumbar vertebra 
will occepy a deeper position than that of the 
first sacral. There will be a ridge in the 
flanks caused by the telescoping of the trunk 
and motions of the spine will be limited. An 
individual may have this condition and not ex- 
perience pain, but with the receipt of trauma 
such as would produce a lumbosacral strain, 
symptoms will be induced and may remain per- 
manent. In addition to the low back pain there 
may be neurological findings referrable to the 
fifth lumbar nerve. 

Treatment in these cases consists in the use of 
a properly fitting lumbosacral belt in the chronic 
cases. In cases where the symptoms are acute, 
rest in bed on a Bradford frame is indicated. 
This is followed by the application of a plaster 
jacket for a period of six to twelve weeks 
and then by the use of a belt or light spinal 
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In cases where these measures do not 
suffice it will be necessary to do a lumbosacral 


brace. 


fusion. If this procedure is done, the third, 
fourth, and fifth lumbar vertebrae must be 
fused to the sacrum. The Hibbs’ or Albee 


operation may be done. 

Numerical variations in the lumbar spine. 
There may be a greater or less number of lum- 
bar vertebrae than the normal five. With an in- 
crease there will be in an increase in the range 
of motion and a greater predisposition to pos- 
tural strains. With a diminution there will be 
some limitation of motion, with a greater li- 
ability to the development of acute sprains. 

From what has been said about congenital 
anomalies of the lumbosacral spine, the idea is 
stressed that the anomaly per se does not cause 
pain, but it does predispose to the development 
of strains. 

2. POSTURAL DEFECTS 

In by far the greater majority of cases of 

mechanism 1s 


low back pain the underlying 


some postural defect. Before going any fur- 


ther with this discussion I would like to review 


some important points about the anatomy of 
the lumbosacral region. Here we have two 


sets of articulations to deal with, the lumbo- 
sacral and the sacroiliac. As is the case else- 
where in the spine, the body of the fifth lum- 
bar vertebra articulates with the body of the 
first sacral by means of the intervertebral disc. 
However, at this point, the bodies of the fifth 
lumbar and the first sacral vertebrae form an 
angle—which is of 


angle—the lumbosacral 


variable inclination. There is no true joint 


mechanism in the articulation between the 
posterior to the 


bodies we have the articular processes. 


bodies. To each side and 
Here 
The articula- 
to all the 
There 


is normally a simple blocking mechanism pres- 


there is a true joint mechanism. 


tions here are therefore subject 


disease and strains of joints elsewhere. 


ent, whereby the superior articular processes 
of the first sacral vertebra prevent anterior 
slipping of the inferior articular processes of 
the fifth lumbar. In a large number of cases 
the articulation is crescentic in shape—looked 
at from above—in a transverse direction. In 
the tall slender type of individual the processes 


are more flattened in a transverse direction, 
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thus making for greater freedom of motion than 
would be possible in the crecentic type. In still 
another group, we will find the plane of the 
articulation, instead of lying in a coronal plane, 
being in a sagittal one. In this group, we do not 
have the simple blocking mechanism as de- 
scribed above, and these vertebrae are held in 
position merely by their ligamentous attach- 
ments. 

In early childhood, a lateral roentgenogram 
of the vertebral bodies at the lumbosacral junc- 
tion will show the bodies perfectly squared 
off. As the individual advances in years this 
shape is changed, and we see a certain amount 
of wedging of the bodies taking place. The 
anterior vertical height will be increased over 
the posterior. This change represents a reac- 
tion of the bone to strain, following the princi- 
ple of Wolff’s law, and may be of an extreme 
degree. In addition to the in the 
bodies, the intervertebral discs may show vary- 
ing degrees of wedging. 

The intervertebral bounded 
above and below by the intervertebral notches, 


changes 


foramina are 
in front by a portion of the inferior and super- 
ior surfaces of the adjacent bodies, and behind 
by the superior articular process with its cov- 
ering capsule. It is this close proximity of the 
joint to the nerve traversing the intervertebral 
foramen that accounts for the irritation of the 
nerve trunk when the articulation is affected. 
Williams has demonstrated that in conditions 
of extreme lordosis, or where there is exaggera- 
tion of the wedging of the fifth lumbar body 
or the intervertebral disc just below, that there 
may occur an actual subluxation of the articu- 
lar processes, with the superior process of the 
first sacral vertebra encroaching on the inter- 
vertebral foramen. This foramen is the small- 
est in the lumbar spine, and it has to transmit 
the largest nerve of the lumbosacral plexus— 
the fifth lumbar nerve, therefore, the margin 
of safety is greatly diminished. 

Now as to the exact mechanism of the 
postural or chronic strain. Let us consider a 
line passing transversely through the body go- 
ing through the center of each of the articula- 
tions between the fifth lumbar and the first 
sacral vertebrae as an axis of rotation. 
as the spine is hyperextended, there 


Now, 
will be 
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encroachment of the articular surfaces at their 
inferior aspect, and a widening at their upper 
end. This means that the liagaments at the 
upper portion of the 
strain. 


articulation are under 
This can be clearly demonstrated in a 
lateral roentgen ray view of the lumbosacral 
spine. If the strain is continuous, there will 
be stretching of the ligamentous capsule and 
pain will result. This is exactly what occurs 
in cases of postural defect of the spine. 
individuals 


These 
of the 
the sacrum assuming a 
more nearly horizontal position than normal. 
The anterior abdominal wall is relaxed and un- 


present an 
lumbar hollow, with 


exaggeration 


duly prominent. In this position the spine is 
habitually being held in hyperextension, pro- 
ducing a continuous strain on the ligamentous 
capsules of the articular processes and on the 
anterior longitudinal ligament. With the fore- 
ing apart of the articular surfaces there will 
be encroachment on the intervertebral foramen, 
with possible nerve trunk irritation. 

The usual history in these cases is that of a 
tired feeling in the lower spine, or possibly a 
dull ache. This is at first relieved on lying 
down, but the condition progresses so that even 
bed rest does not relieve pain. When this stage 
has been reached it indicates that the ligament- 
ous strain has resulted in an inflammatory re- 
action—a typical traumatic arthritis. 
cally all of these cases the 


In practi- 
strain is of the 
lumbosacral type. There will be fairly free mo- 
tion of the spine. On assuming the erect posi- 
tion from the flexed there usually is complaint 
of some pain, as is likewise the case on hyperex- 
tension. Muscle rigidity over the erector spinae 
is not marked. There may be tenderness local- 
ized over the lumbosacral junction, and just to 
sach side of the midline. 

Treatment in these cases consists in first im- 
proving the posture by some mechanical means, 
and after the acute symptoms have subsided, 
making use of exercises to insure maintenance 
of correct posture. 


Of prime importance is 


the correction of foot pronation. This is an al- 
most constant concomitant in these cases. In 
a certain number this will be all that is neces- 
sary ic relieve the pain, but more should be 
done than simply ordering some inner lift to 


the shoe. If not, it will not be long before the 
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symptoms will have returned, on account of the 
spine having assumed a still further extended 
position. A lumbosacral 
hold the spine 


belt is necessary to 
in the corrected position. It 
should come up high enough to engage against 
the scapula, low enough to press firmly against 
the buttocks, and should be so constructed as 
to make a firm pressure with upward lift to 
the lower abdominal muscles. This will cause 
a diminution in the sharp lumbar hollow. The 
rationale of the postural exercises is to follow 
a progressive program. 
portant to teach 


For instance, it is im- 
patient to contract the 
lower abdominal muscles as the initial step in 
postural training. 


the 


Next, to contract the gluteal 


muscles. When these two groups of muscles 


are toned up much has been accomplished in 
teaching the patient to support the spine in the 
proper position. Next, thoracic exercises are 
given, and then trunk exercises. The exercises 
are first given in the recumbent, and later in 
the erect position. Time and patience is re- 
quired, and full cooperation 


necessary. 


of the patient is 


3. TRAUMATIC AFFECTIONS 

These may be of any degree of severity from 
simple muscle strains to serious types of frac- 
tures with dislocations. Of these the most com- 


mon are lumbosacral and sacroiliac sprains. 


At the lumbosacral junction, flexion and ex- 
tension, as well as lateral motion, is compara- 
tively free. In cases having deeply crescentic 
articulations the range of motion is less. Rota- 
tion is markedly limited 


but in the 


not only at this site 
lumbar spine. Therefore 
forces causing sprain at the lumbosacral junc- 
tion are those striking the body in the symmetry 
plane, that is, in straight backward or forward 
direction. Falls upon the 
hyperextension, heavy lifting 
held extended, are 


entire 


buttocks, violent 
with the spine 
examples of the types of 


causative forces. 


In a lumbosacral sprain the patient will note 
a sharp pain at the lumbosacral junction. He 
will hold himself erect and walk in a guarded 
manner to limit jarring of the spine. Flexion 
of the spine will be limited both in the erect and 
sitting position. The pain will be relieved by 


lying on a firm support. There will be a vari- 
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able amount of spasm in the erector spinae 


Key 


important point in 


unilateral or _ bilateral. 


and Conwell bring out an 


muscles, either 


that the point of maximum tenderness is just 


above and medial to the posterior superior 


spine of the ilium. There may or may not be 
sciatic, gluteal or lumbar radiation of the pain. 

In sacroiliac sprain the patient usually gives 
a history of a sharp knifelike pain in the lower 
back, with a sensation of 


something having 


slipped in the spine. These patients stand with 


the spine slightly flexed, and _ listed laterally 
In bilateral cases 
they will hold the spine in the symmetry plane. 


Flexion of the spine is limited, but is increased 


away from the affected side. 


on sitting, in which position there is a relaxa- 
tion of the pull of the hamstrings on the pelvis. 
Tenderness will be noted anywhere along either 
sacroiliac joint. With the patient recumbent, 
lateral compression of the pelvis may or may 
not elicit pain. If present, 


monic for a sacroiliac lesion. 


this is pathogno- 

On straight leg 
brought out with the 
foot a short distance from the table. In lumbo- 
raising causes pain 


raising, pain is usually 


sacral cases, straight leg 


only after the thigh has been flexed toa 
marked degree. 

In addition to single lesions, we may have a 
case presenting symptoms of combined sacroliac 
sacroiliac cases 
a symptom that is fairly common is that of 


increased urinary frequency, most marked with 


and lumbosacral sprains. In 


the patient in recumbency. 

Roentgen ray examination should be done in 
all these cases. Treatment should be prompt 
The ideal treatment is recumb- 


ency for at least one week. 


and energetic. 
If recumbency 
alone does not give relief, it should be rein- 
forced with proper adhesive strapping. In sac- 
roiliac cases the straps should be applied in a 
circular manner, beginning one inch in front of 
one anterior spine and terminating one inch in 
front of the opposite one. The straps should 
cover an area from the greater trochanter to the 
iliac crest. We thus produce annular constric- 
tion that helps limit motion in the sacroiliac 
joints. In lumbosacral cases, the straps should 
be applied in a diagonal manner, running from 
the lower angle of the scapula of one side to the 


greater trochanter on the opposite side. In 


BATTALORA—Low Back Pain 


severe cases with leg pains, Buck’s extension, 
with the legs and thighs on an inclined plane 
will give relief. On assuming the erect posi- 
tion these cases should be provided with prop- 
erly fitted belts. Physiotherapy in the form of 
infra red exposures and massage to the back 
muscles is advantageous. 

In chronic cases, relief may be obtained by 
manipulation under an anaesthetic, 
proper exercises. 
cases, where 


followed by 
In still another group oi 
sciatic radiation of pain is a 
prominent symptom, epidural injections of large 
quantities of normal saline usually give relief. 
In all of these cases close attention must be 
given to the correction of faulty posture, be- 
cause it is possible that this may be perpetuat- 
ing the symptoms. 

The most frequent fracture seen in this re- 
gion is that of one or more transverse processes. 
Localized tenderness is noted, with muscle 
spasm, and limitation of motion of the spine. 
the roentgen ray examination corroborates the 
diagnosis. Treatment consists in either strap- 
ping, such as is used for lumbosacral sprain, or 
the use of a light plaster corset. The mistake 
usually made here is to immobilize for too long 
a period of time. Usually three weeks is suf- 
ficient. This is followed by graduated ex- 
ercises and physiotherapy. Disability usually 
lasts for a period of three months. 


Another group of cases is seen in injuries 


of the coccyx. There is usually a history of a 

the buttocks. Pain is severe, 
and is aggravated by sitting and on defecation. 
Localized tenderness is noted, and on rectal ex- 


amination it is usually possible 


fall or blow on 


to determine 
Careful roent- 
gen ray examination should be done. Treatment 


if a fracture is present or not. 


consists in strapping as for sacroiliac sprain, but 
carrying the straps a little lower. 
be employed in sitting. 


An air 
cushion should Very 
frequently there results a chronic state, particu- 
larly noted in women, of persistant coccygeal 
neurosis can be ex- 
by coccygectomy. In 


the neurotic cases, simple spraying of the skin 


if a 
cluded, will be relieved 


pain. These cases, 


over the coccyx with ethyl chloride has given 
relief. 
4. INFLAMMATORY CONDITIONS 
Of these the most common is arthritis. In 
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sarly cases we get a history of a slight pain in 
the lower back, associated with slight stiffness. 
As activities of the day are continued this pain 
and stiffness disappears. Later the condition 
becomes more severe and may be absolutely dis- 
abling. Nerve root disturbances may be noted. 
In early cases the roentgengram is of no help, 
but in fairly advanced cases we will note changes 
in the articular processes in the form of blur- 
ring, irregularity of the surface, or a diminu- 
tion of the interarticular space. It is import- 
ant to visualize the articulation in profile, and 
to take roent- 
genograms with the body rotated 45 degrees to 
the right or left. Treatment 
eral measures, such 
strable infected foci, high 
creased intestinal elimination. Local treatment 
varies from the use of a simple belt to the ap- 
plication of a plaster jacket. 


to this end it may be necessary 


consists in ‘gen- 
as eradication of demon- 


vitamin diet, in- 


This is followed 
by the use of physiotherapy, with guarded use 
of exercises. 

Acute osteomyelitis, syphilis and tuberculosis 
of the low back 


may be the causative factor 


pain. Time will not permit a discussion of 


these conditions. 


5. NEOPLASMS 

This is one of the rarer causes of low back 
pain. The sacrum is most frequently affected 
by a metastatic process. The original lesion is 
It is 
marked by the persistence and intensity of pain. 
It is this group of cases where the use of alco- 
hol injections into the subarachnoid space is in- 


dicated. 


usually in the prostate or in the uterus. 


Deep therapy may help in alleviating 
the pain. 
6. AFFECTIONS OF THE INTERVERTEBRAL DISCS 


These have only been given much study 


within very recent years. The process may be 
be a gradual thinning of the disc, with prolapse 
of the nucleus pulposus. The nuclear body 
may prolapse into the epidural space, as in a 
case reported by Dandy, producing cord symp- 
toms. With advancing years, there may be a 
process of dehydration of the nucleus pulposus, 
with the development of hypertrophic arthritic 
changes. 

In conclusion, let me state that although these 


cases may tax our ingenuity and patience, with 
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a proper understanding of the underlying me- 
chanical factors involved, much can be accomp- 
lished in alleviating their pain and suffering. 





“LIVER DEATHS” IN SURGERY 
AN ANALYSIS OF 34 CASES, WITH A NEW 


EXPLANATION OF THE CLINICAL AND 
PATHOLOGIC PICTURE* 


FREDERICK FITZHERBERT BOYCE, M. D.? 
AND 
ELIZABETH M. McFETRIDGE, M. A.7 
NEW ORLEANS 

The so-called “liver-kidney” syndrome has 
occupied the attention of surgeons and research 
workers since Charles Gordon Heyd, in 1924, 
first pointed out its significance and its dire 
potentialities. The term is now generally used 
to cover that special group of cases following 
biliary surgery in which the fatal outcome can- 
not be attributed to the usual immediate fac- 
tors of hemorrhage, shock or embolism or to 
factors of 


the usual delayed 


respiratory infections. 


peritonitis or 
These cases are of two types. In one, death 
follows promptly upon operation, usually with- 
in 18 to 24 hours, hyperpyrexia is the outstand- 
ing clinical symptom, and _ the only notable 
autopsy finding is necrosis of the liver cells. In 
the other type death is delayed for 10 to 14 
days, or even longer, renal symptoms dominate 
the clinical picture, and to the postmortem 
liver changes found in the first group are add- 
ed similar degenerative changes in the con- 
voluted tubules of the kidneys. 

At present, though well over a hundred 
cases are specifically reported in the literature 
and at least as many others are more or less 
casually alluded to, opinions differ widely as 
to the incidence of the syndrome. Heuer, in 
his very extensive surgical experience, has seen 
no personal case which was not open to some 
other explanation. But Stanton, who has re- 
ported 15 cases, and Connell, who has reported 
Parish Medical 


*Read before the Orleans 


Society, April 22, 1935. 

7From the Department of Surgery of the School 
of Medicine of the Louisiana State University, and 
the Surgical Services of Charity Hospital, New 
Orleans. 
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25 
that the condition is even more frequent than 


, in two separate series, believe, as we do, 
the literature would indicate, an assumption in 
which we are supported by conversations we 
have purposely undertaken with various sur- 
geons. 

In an analysis of the 100 deaths following 
biliary surgery in the New Orleans Charity 
Hospital in the seven-year period terminating 
December 31, 1934, we have been able to lo- 
cate 23 cases of the liver-kidney syndrome. 
Each of these records was subjected to very 
careful scrutiny and was included in the group 
only after every other possible cause of death 
had been eliminated. In at least half a dozen 
other instances the same syndrome 


parent, but they were not included because we 


was ap- 
were determined to present only cases free 
from all extraneous factors which might in- 
validate our thesis. 

These 23 cases we have divided as follows: 

Group 1A, 8 cases in which death occurred 
within 48 hours of operation, with hyperpyrexia 
as the outstanding symptom. 


Group 1B, 5 cases in which death occurred 
within 72 hours, with hyperpyrexia as the out- 
standing symptom. 

Group 1C, 2 cases in which death occurred 
sud- 
denly 24 to 48 hours antemortem, after a fairly 


within 6 days, hyperpyrexia developing 
smooth convalescence. In each of these cases 
a pronounced oliguria was apparent during the 
last 24 hours of life. 

The age range in this group of patients was 
from 24 to 68 years, practically all of them had 
infection, and 
while 3 were jaundiced and 5 were quite obese, 


some sort of chronic biliary 
all of them were regarded as good or reason- 
ably good surgical risks. In the cases in which 
autopsy was permitted the only notable finding 
was degenerative changes within the liver. 

Group 2A, 5 cases in which a smooth con- 
valescence for several days was followed by 
oliguria progressing to anuria and by death in 
uremic coma. In 2 cases the operative wound 
ruptured, as in the similar cases reported by 
Helwig and Schutz. 


Group 2B, 3 cases in which from 60 to 92 
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hours after operation a pronounced cardiovascu- 
lar collapse occurred, with clear evidence of 
vasodepression, and in one instance repeated 
convulsions. Oliguria was pronounced in the 
2 patients who lived longest, and none of them 
survived the collapse more than 6 days. 


The age range in this second group was 
from 23 to 52 years, and in all there was a 
history of long-standing biliary disease, but no 
patient was considered a poor risk for surgery. 
As in the first group, both cholecystectomy and 
cholecystostomy were done, all varieties of 
anesthesia. were employed, and all varieties of 
gallbladder disease were found, ranging from 
chronic cholecystitis to hydrops and occasional 
patches of gangrene. In all the cases in the 
second group the last urinalyses revealed al- 
bumin and casts, the NPN rose sharply, in one 
instance to 120, and autopsy revealed, in ad- 
dition to the degenerative liver changes char- 
acteristic of group 1, 
changes in the 
kidneys. 


similar 
convoluted 


degenerative 
tubules of the 


No common factor is evident in these cases, 
for the wide age range, the variety of anesthe- 
sia and the variety of surgical procedure intro- 
duce different factors in all cases. The patho- 
logic process was rarely serious enough to make 
the patient a poor risk, and there is no clinical 
or autopsy evidence to suggest that occasional 
technical errors played any part in the final 
catastrophe. 


Group 3 consists of 5 cases of pancreatitis 
in which, as pointed out by Heyd, the picture 
of deferred death after operation, with renal 
symptoms, resembles the picture already de- 
scribed in group 2. These patients were all 
fairly good risks as pancreatic disease goes, 
but in all of them the postoperative course was 
characterized by a deferred oliguria progressing 
to anuria and associated with a marked rise in 
NPN, in one instance to 92. In the 3 cases 
in which autopsy was permitted, typical necro- 
tic changes were found in the liver cells and 


in the convoluted tubules of the kidneys. 
Our fourth and last group consists of 7 
cases of liver trauma similar to the cases re- 


ported by Stanton, by Furtwaengler, and by 
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Helwig and Orr, in which the same hepatorenal 
syndrome was apparent. 

Group 4A consists of 4 cases, one following 
an automobile accident and the others following 
gunshot wounds. The age range was from 8 
In the gunshot cases immediate 
exploration was done, in the other case the ex- 
ploration was delayed for 6 days, until a pro- 
found jaundice had developed, as in the simi- 
lar case reported by Helwig and Orr. 
within 36 hours of 
operation, with hyperpyrexia as the outstand- 
ing symptom, this being precisely the clinical 
picture seen in the group 1A cases following 
biliary surgery. 


to 36 years. 


In every 
instance death occurred 


Group 4B consists of 2 cases, both following 
automobile accidents, in which immediate ex- 
ploration was done. A fairly smooth course 
for several days was succeeded, exactly as in 
the cases in group 2A following biliary surg- 
ery, by renal symptoms and death in uremic 
coma. In one instance a profound jaundice de- 
veloped, the icterus index reaching 210. In 
both cases autopsy revealed typical degenera- 
tive changes in the liver and kidneys, in one so 
extreme as to suggest the pathology of acute 
yellow atrophy. 

Finally, in accord with Connell’s and Wilen- 
sky and Colp’s suggestion that the liver-kidney 
syndrome might also occur in other conditions, 
we reviewed a number of casually selected 
autopsies covering burns, intestinal obstruction 
and thyroid and 


while we did not 


analyze these cases in detail, we were struck 


disease, 


with their resemblance to the hyperpyrexic and 
hepatorenal deaths following biliary surgery. 
In most instances, when the clinical course was 
typical, the postmortem were also 


typical, necrotic changes in the liver, with or 


findings 


convoluted 
depending upon how 
long the patient lived after operation or in- 
jury. 


without similar changes in the 
tubules of the kidneys, 


During the course of the clinical investigation 
just described we undertook also a series of 
experiments in which we attempted to repro- 
duce in laboratory animals the clinical and 
pathologic processes which we had observed in 
human patients. of our 


Some experiments 
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failed entirely, including traumatic necrosis of 
the liver by various methods; various types of 
interference with the hepatic and portal cir- 
culation; implantation of normal liver into the 
peritoneal cavity; intraperitoneal and intraven- 
ous injection of the extracts of normal livers 
and of livers previously damaged by chemical 
methods; obstruction of the biliary tree; and 
intraperitoneal and intravenous injection of ex- 
tracts of the livers of animals in which obstruc- 
tion of the biliary tree was later released . 
Two series of experiments, however, were 
successful. In the first series the biliary tree 
was obstructed for 12 to 20 days, at the end 
of which time an external biliary fistula was 
created by the insertion of a special cannula. 
In every case there was a prompt decrease in 
the jaundice, followed immediately by increas- 
ing listlessness, without gastro-in- 
testinal symptoms, and an oliguria which rapid- 
ly progressed to anuria. 


anorexia 


Death occurred with- 
in 72 to 96 hours in all the animals which were 
not sacrificed when 
terminal. 


their state was clearly 
Urinalysis albumin, casts 
and red blood cells, and in 5 cases the NPN, 
previously normal, was 72, 81, 93, 105, and 
171. In every case autopsy showed the de- 
generative changes in the liver cells and the 
convoluted tubules of the kidneys typical of 
the lesions exhibited in the deferred liver- 
kidney deaths clasified as group 2. 


showed 


In the second experiment precisely similar 
clinical symptoms and postmortem hepatorenal 
changes followed the injection of saline and 
aqueous extracts made from the liver of a pa- 
tient who died with the typical hyperpyrexia 
syndrome after cholecystectomy, although the 
alcoholic extract did not reproduce the picture. 
Autopsy on this patient, had. ruled out. hemor- 
rhage, bile leakage, peritonitis, embolism and 
pneumonia, and had revealed a marked necrosis 
of the liver cells. The urine in all the animals 
contained casts, albumin and red blood cells, 
but blood chemistry determinations, unfortu- 
nately, were not made, since the experiment 
was one of the first done and its full signifi- 
cance was not realized. 


From our experimental work we feel justi- 
fied in drawing the following conclusions : 
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1. The renal changes found at autopsy are 
the end-result of the release of the biliary ob- 
struction and not of the obstruction itself, 
since they were absent in the dogs which were 
sacrificed for autopsy study before their ex- 
perimental obstruction was released. 


2. Hepatic changes are a _ constant con- 
comitant of all cholecystic disease, but the ex- 
treme changes seen in this type of case are not 
sc much the result of the original obstruction 
as of its release. 

3. Whatever may be the nature of the 
toxic substance which is present in the liver in 
such cases, it is water-soluble, since the typi- 
cal picture could be reproduced only by aqueous 
and saline extracts made from the liver of the 
patient who died a “liver-kidney” death after 
cholecystectomy and not by the alcoholic ex- 
tract. We feel almost certain that we could 
have reproduced the same picture with extracts 
made from the livers of the dogs which died a 
uremic death after release of their experimental 
biliary obstruction had we used them in strong- 
er concentration, and at present we are con- 
ducting a series of experiments to determine 
this point. 


Our combined experimental and clinical ob- 
servations have led us to evolve the following 
explanation of the liver-kidney syndrome: The 
patient with biliary disease, whether or not 
exhibits 
which is not, 
with the 

But when surgery is 
undertaken, even under the most favorable 


circumstances, other factors are introduced, in- 


gross obstruction is present, always 
some degree of liver damage, 
however, incompatible stress and 


strain of ordinary life. 


cluding the anesthetic, the trauma of the surgi- 
cal manipulation, the associated drop in intra- 
abdominal temperature, and changes in in- 
trahepatic and biliary pressure, and with these 
the seat of a 
As a result, 


its function promptly fails, and the toxic sub- 


new factors the liver, already 


pathologic process, cannot cope. 


stances which reach it in the course of normal 
body metabolism are thrown off undetoxified. 
Then the liver cells, as they become increasing- 
ly unable to function, themselves undergo some 
necrotic change and themselves discharge into 
the circulation some additional toxic product 
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which originates in their own degenerating 


cellular substance. 

The next assumption it seems to us, follows 
logically upon the first. The kidney, which is, 
after the liver, the great detoxifying organ of 
the body, must take up the work of the liver 
purely as a matter of physiology, when the de- 
toxifying function of the liver fails. But in 
the kidney the margin of safety is very slight, 
and it is not fitted to handle even the normal 
products of body metabolism, let alone, in ad- 
dition, the toxins liberated by the damaged 
liver cells. It promptly breaks down in its 
turn, therefore, and an overwhelming and lethal 
toxemia is the natural consequence. 

We believe, finally, that the hepatic changes 
in these cases always precede the kidney 
changes, and it is our further opinion that if 
the patients who die promptly with hyper- 
pyrexia, and who exhibit liver degeneration at 
autopsy, could be kept alive long enough, they 
also would show precisely the same clinical and 
postmortem renal changes as do the patients 
who die later with typical symptoms of uremia. 


The theory advanced by Helwig, Schutz, 
Kuhn and Orr is quite similar to our own, the 
difference being that they postulate a specific 
action of the liver upon the kidney 
cells. This hypothesis we consider unneces- 
sary. We believe it only natural that the patho- 
logic process should center in the kidney, since 
its convoluted tubules are the normal channels 
of excretion for foreign proteins, which we 
assume these liver toxins to be. In other words, 
the kidney is damaged simply in the fulfillment 
of the abnormal duty suddenly placed upon 
it, or, to speak more accurately, in the fulfill- 
ment of an exaggeration of its normal duty. 


toxins 


While time does not permit a discussion of 
the clinical implications of the study which we 
have undertaken, at least one point must be 
emphasized, the importance of realizing, as 
Graham and others have pointed out, that the 
patient with a damaged liver is a questionable 
risk not only for biliary surgery but for any 
surgery at all, however trivial it may seem. 
Particularly to be remembered, in the light of 
the theory we have advanced, is Wilensky’s 
suggestion that liver function be evaluated by 
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tests of kidney function, and that in all types 
of biliary disease evidence of renal insuffici- 
ency be regarded as presumptive evidence of 
hepatic insufficiency. Obvious precautions are 
careful preoperative preparation, including the 
liberal use of glucose and of carbohydrates, 
a judicious selection of the anesthetic agent, 
the performance of cholecystostomy rather than 
cholecystectomy in doubtful cases, and gradual 
decompression rather than abrupt release of 
all biliary obstructions. Finally, since delay in 
the institution of surgery is the ultimate cause 
of all these catastrophes, it seems scarcely 
necessary to add that the prolonged medical 
treatment of cholecystic disease is without rea- 
son or logic and is attended with very real 
risks. 
SUMMARY 

1. There are analyzed in this communica- 
tion 23 deaths following biliary surgery, 5 fol- 
lowing pancreatic 
liver trauma, all of 


surgery, and 6 following 
which are indubitable in- 
stances of the so-called “liver-kidney” syn- 
drome. is also made of the 
same syndrome in burns, intestinal obstruction 
and thyroid disease. 

2. Two series of experiments are reported 
from which it is concluded that 


A brief report 


the hyper- 
pyrexia deaths and the so-called hepato-renal 
syndrome which occur after biliary surgery 
are successive stages of the same _ pathologic 
process, the presumptive mechanism of which 
is set forth. 
3. Prophylaxis is briefly discussed. 
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DISCUSSION 


Dr. Alton Ochsner: Dr. Boyce’s presentation 
is very conclusive concerning cause of death in 
those individuals who represent a real problem 
to the surgeon. There is probably nothing worse 
than to have a patient who is getting along well 
or in whom one can anticipate a quick recovery, 
have a tragic death such as these cases have . 

In a very recent publication Stewart has been 
able to corroborate many of Dr. Boyce’s experi- 
mental findings. His observations, which are 
largely morphological, show that following ob- 
structions in the biliary tract, there are marked 


changes in the liver in that within a few hours 
following the relief of the obstruction necrosis of 
proliferated cells of the mucosa of the larger 
ducts was observed. If this is true, it may be 
that this is one of the causes of the toxemia which 
these individuals have and that the sudden flood- 
ing of the system with foreign protein may be the 
cause of the hyperpyrexia in these patients. 

As Dr. Boyce said, the patient with cholecystic 
disease who has liver damage—and all have— 
should be considered as a definite risk and a great 
deal can be accomplished by careful study pre- 
operatively both as regards renal function and 
hepatic function. All of us have been in the habit 
of taking these relatively mild cases too lightly, 
and it is in the mild cases in which the trouble 
is not suspected that these liver deaths are apt 
to occur. In the badly jaundiced patient where 
adequate preoperative therapy is used, especially, 
large quantities of dextrose preoperatively, “liver 
deaths” seldom are seen, whereas they occur in a 
surprising number of individuals in whom no 
trouble is suspected. The lesson all can get is 
that every patient with cholecystic disease should 
be considered a definite risk, and all should be 
carefully studied and treated preoperatively. 





CALCIUM-DEXTROSE THERAPY IN 
THE LATE TOXEMIAS OF 
PREGNANCY 
ADRIAN A, LANDRY, M. D. 
PLAQUEMINE, LA, 

Cantarow! states that “the fundamental im- 
portance of the inorganic constitutents of the 
body in the maintenance of normal cellular 
function, long realized by physiologists, is only 
now being fully appreciated by clinicians.” He 
further states that “unless one is familiar with 
the significance of calcium metabolism in cel- 
lular physiology, it is impossible to appreciate 
the various functional aberrations which may 
result from a disturbance of calcium metabol- 

ism.” 

The subject of the late toxemias of pregnancy 
has been a mooted question since the early days 
ot medicine, ever and anon coming up for dis-_ 
cussion. I will discuss the subject from the 
angle of calcium metabolism in the maternal 
organism, considering calcium deficiency as a 
major problem in the causation and treatment 
of these conditions. 

The typical pathological changes in the late 
toxemias are found in the liver. Ewing, Opie, 
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Williams, Allen and others describe a thrombo- 
sis of the smaller interlobular periportal vessels, 
with hemorrhagic and anemic necrosis, and oc- 
casionally diffuse thrombosis of the portal ves- 
sels with degenerative changes in the parenchy- 
ma. In the kidney, Fahr, Schwartz and Dor- 
sett and Lubarsch view the lesion as a glomeru- 
lonephrosis, not as an inflammatory condition 
as seen in 


glomerulonephritis of infectious 


origin.” DeLee* states that most authors con- 
sider these changes in the kidneys as secondary 
either to the general toxemia or to the disease 
of the liver. In the brain, edema may be found 


with anemia, or without edema. 


thrombosis, capillary 


hyperemia 
There may be areas of 
hemorrhages and at times larger hemorrhages. 

Calcium affects all the tissues of the body, 
either in the composition, building, maintenance 
or function of that tissue. It is part and par- 
cel of the blood, muscle and bone, essential to 
growth, to the normal 


development of bone, 


skeletal muscle, nervous system and to the 
coagulation of the blood. It has a tonic effect 
on the heart similar to that of digitalis, es- 


sential to the normal physiological effect of the 
latter; it slows the heart rate, lowers the blood 
pressure and increases It de- 


and in- 


vascular tone. 


presses neuro-muscular excitability 


creases diuresis in edematous states. 


In pregnancy there is an extraordinary de- 
mand on the calcium reserve of the mother for 
the building and maintenance of the growing 
fetus, and this demand causes various degrees 
of reaction in different women, depending 
mainly upon the calcium supply and reserve. In 
the normal pregnancy most observers agree 
that there is practically no change in the blood 
calcium values. Canterow! states that in nor- 
mal pregnancy and in early labor, there is a 
gradual diminution of the total serum calcium, 
(10.61 to 9.61 mg.) slight increase in the dif- 
fusible calcium (5.08 to 5.55 mg) and a marked 
decrease in the non-diffusible calcium (5.53 to 


3.49 mg). 


In the late toxemias most investigators find 
a low blood calcium. (Finberg and Lash, Ivanyi, 
Rodecourt and Lizenmier, Bogert and Plass, 
Levy-Solal, etc. )# 
calcium. 


Others find a normal blood 


We must remember, however, the 
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well established fact that calcium deficiency 
may and does exist with a normal blood cal- 
cium, the calcium storage in the various organs, 
tissues and bones being drawn upon and de- 
pleted before a hypocalcemic blood condition 
develops.®, ®. For this reason, the blood cal- 
cium estimates may not show the actual per- 
centages in the tissues, hence the apparent con- 
tradictory findings of the various investigators. 
The preponderance of opinion is a low calcium 
index. 


The blood is also unbalanced, 
most investigators agreeing to a hypoglycemia. 
Stander finds an acidosis, a decrease in the 
carbon dioxide combining power of the blood. 
This finding is agreed upon by practically all 
observers as also is the increase of lactic acid. 
There is little or no change in the urea and non- 
protein nitrogen content. King 
liver functional tests afford 
absence of hepatic injury.* 


sugar level 


believes that 
evidence of or 


The low calcium index, due to the extraordi- 
nary demand and to the deficiency of calcium 
in the average American diet,’ is in the opinion 
of many investigators indirectly responsible for 
the nervous imbalance, the tingling and numb- 
ness, occasionally painful in character, in the 
hands, arms, feet and the tetany and 
toxemia of all grades to the severest eclampsia, 


legs, 


the direct cause being guanidine, increased in 
the blood and tissues on account of a calcium 
shortage, calcium being necessary to counteract 
and neutralize this product.* 

Guanidine, a toxic product of 
muscle action and of the chemical breakdown 
of nitrogenous food products in the body, is a 
nitrogenous base with a formula NH. C (NH) 
NH.?. 


in the 


voluntary 


It is toxic to muscle and liver, causing 
liver, albuminoid degeneration, cloudy 
swelling and necrosis, the pathological findings 
in the toxemias of pregnancy.’. Such a liver 
must of necessity be unable to metabolize car- 
bohydrates and store glycogen, 
comes depleted, the glycogen supply in the 
muscles becomes deficient and lactic acid and 
protein waste, guanidine, are proportionately in- 
creased. 


and as it be- 


Minot and Cutler’ showed that in dogs on 
a high protein diet, low in calcium, small doses 
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of carbon tetrachloride produced, in a few days, 
severe and fatal intoxication with the following 
symptom: fibrillary musclar twitchings in- 
creasing to convulsions, bloody diarrhea, vomit- 
ing, gradual weakness, stupor, coma and death, 
the pathological lesions being essentially those 
of acute severe toxic necrosis of the liver. The 
blood calcium was within normal limits, the 
hiood sugar was decreased and there was an 
increase in guanidine in the blood. The in- 
crease in guanidine paralleled the severity of 
the symptoms. A significant observation was 
that the administration of guanidine produced 
ai: intoxication very similar to the one caused 
by this carbon tetrachloride and that calcium 
intravenously relieved the condition almost in- 
stantly. The addition of calcium to the diet 
prior to the administration of the carbon 
tetrachloride or guanidine prevented the de- 
velopment of these manifestations in practically 
every instance. Again, noting the resemblance 
between the picture of eclampsia and this toxe- 
mia of acute hepatic injury in dogs, they studied 
the guanidine content of the blood of eight 
patients with pre-eclamptic toxemia and four 
with true eclampsia and found it to be increased 
in every case. They state that prompt and 
striking relief from the extremely urgent sym- 
toms followed the intravenous administration of 
calcium gluconate, 10 cc. of a 10 per cent so- 
lution. 


Casparis 1° has shown that in dehydrated in- 
fants, with gastro-intestinal irritation, diarrhea 
and vomiting, restlessness often leading to 
tetany, convulsions and deep coma, with hypo- 
glycemia and acidosis, again a picture of the 
late toxemia of pregnancy, the guanidine con- 
tent of the blood was increased in every in- 
stance. All these symptoms, he states, were 
ameliorated by the administration of dextrose, 
but recurred. The use of calcium, even if the 
blood calcium was not low, gave permanent re- 
lief, thereby demonstrating that calcium exerts 
a protective influence against this toxic guani- 
dine. 


We know that 
mobilization of the available calcium of the 
body. Paton™ found that after parathyroi- 
dectomy, when the blood calcium levels fall, 


parathormone governs the 


there was a marked increase in the guanidine 
compounds in the blood and urine of animals. 

Malmejec'* maintains that there is an in- 
crease in the blood guanidine in the late toxe- 
mias of pregnancy, and that this guanidine is 
neutralized by the administration of calcium 
regardless of the blood calcium index. Major® 
says that this guanidine in small doses caused 
a marked and relatively lasting elevation in 
blood pressure, and, in larger doses, convul- 
sions and death. 

In view of these various observations and 
findings, it seems logical to assume that, in the 
treatment of these late toxemias, pre-eclamptic 
and eclamptic, the use of calcium and dextrose 
is not only justifiable, but indicated; calcium to 
neutralize the guanidines, the toxic effects of 
which are exerted principally against the liver, 
preventing it from properly metabolizing car- 
bohydrates, and dextrose to neutralize the 
acidosis, maintain normal blood sugar levels and 
replenish the liver and muscle glycogen. 

It is well known that simply supplying the 
calcium, which is easily controlled by proper 
diet and the administration of calcium salts, is 
not altogether sufficient, for the metabolism of 
this element involves two other factors. i. e. 
the absorption and the utilization. The absorp- 
tion of calcium involves three factors: (1), 
the hydrogen ion concentration within the in- 
testines; (2), the relative proportion of other 
substances in the diet, and (3), vitamin D. 
Calcium is absorbed in the upper small in- 
testines and this absorption depends in a great 
measure upon its solubility which is greater in 
an acid medium. Consequently it should be 
given at the time when the intestinal alkalinity 
is lowest, one to one and a half hours before 
meals. Fats inhibit its absorption, forming, 
Vitamin D 
assimilation and de- 


with fatty acids, insoluble soaps. 
promotes its absorption, 
position in the bones. This vitamin is sup- 
plied by the activation of the ergosterol of the 
skin by sunlight, natural or artificial, and by 
the administration of viosterol. 

As to utilization, parathyroid hormone gov- 
erns the mobilization of the available calcium of 
the body, maintains a definite calcium level in 
the circulating blood by withdrawing it from 
the spongiosa of the bones, the store house of 
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and 
maintains the normal balance between the dif- 


readily available calcium.’ It restores 
fusible and the non-diffusible fractions of the 
serum calcium, and elevates the blood calcium 
when no hypocalcemic condition obtains. 
TREATMENT 
In the treatment we have followed the classi- 
fication of Mussey and Randell.” 


these toxemias into the pre-eclamptic and the 


They divide 


eclamptic with fully developed convulsions and 
coma. The pre-eclamptic they again subdivide 


into mild pre-eclamptic, including the less 
severe forms and the severe pre-eclamptic, in- 
cluding in this latter class those cases in which 
the development of convulsions and coma is 
imminent. 

As to prophylaxis :—In the latter months of 
the average pregnancy, calcium and _ viosterol, 
vitamin D, should be used, and this predicated 
on a sound physiological basis. Pediatricians 
teach that their use is essential for the growth 
and proper development of all babies, and it 
seems as logical to use them in the average 
mother, not only to forestall trouble but also 
to enhance the supply of available calcium in 
the fetus, if this be possible as a calcium defici- 
ency has been found in bones of children whose 
mothers were deficient. 

In patients complaining of minor symptoms, 
nervous imbalance, tetany with tingling and 
numbness in the hands, arms, feet and legs with 
occasional cramps particularly annoying at night, 
the action of calcium and_ viosterol is almost 
specific. The sense of relief and well being ob- 
tained from their early use makes it imperative 
for the physician to use every means available 
tu make these patients more comfortable during 
these trying months, and to protect them from 
the serious complications which, in a great ma- 
jority of instances, are preventable. 


MILD PRE-ECLAMPTICS 
In the mild pre-eclamptic toxemias, upon the 
appearance of the first 


symptoms, nausea or 


vomiting, headache, disturbances of vision, 
epigastric pain, dyspnea on exertion, edema. of 
feet and legs, sallow complexion with puffiness 


blood 
buminuria, the patient is placed on a low pro- 


of the skin, increased pressure and al- 


tein and fat and a high carbohydrate and cal- 


LanpRY—Toxemias of Pregnancy 


cium diet, i. e., little meat and 
abundance of milk, vegetables, 


and starches. 


fat with an 
fruits, sugars 
Sunshine baths are insisted up- 
on, with rest in bed, if the symptoms are urgent. 
Calcium gluconate or dicalcium phosphate and 
viosterol are given, the gluconate in level tea- 
spoonful doses (about 60 grains) well diluted, 
three times daily, one hour before meals, when 
the upper intestinal alkalinity is lowest. The 
same applies to the dicalcium phosphate, given 
in doses of one or two tablets three times daily. 
Lactose is claimed to enhance the absorption of 
these by increasing the intestinal acidity through 
lactic acid fermentation. The viosterol is given 
in 10 to 20 drop doses twice daily. 

The intake of chlorides is restricted, as it is 
well known that in nephroses, the kidneys seem 
to have lost most of their power to excrete 
chlorides, and an excess of sodium chloride re- 
sults in the production of edema. [“limination 
through the bowels is promoted. 
provement is marked in a week 
when the treatment is modified accurding to 
ine clinical condition presented. We have never 
used ultraviolet 


As a rule im- 
to ten days, 


radiation to activate the 
ergosterol of the skin, depending on sunshine 
and viosterol. It is significant that in Siam, so 
Theobald has noted, where the inhabitants live 
mainly on a rice and vegetable diet with scanty 
clothing and abundant sunlight, toxemia of 
preganancy is a rarity." 
SEVERE ECLAMPTICS 

In the severe pre-eclamptic cases, when con- 
vulsions seem imminent, our main reliance is 
placed on parathormone in 20 unit doses hypo- 
dermically, to raise the blood calcium level, re- 
store the normal relationship between the dif- 
fusible and non-diffusible fractions in the blood 
serum and to enhance diuresis, as all investiga- 
tors agree that it promotes diuresis in acute and 
chronic nephritis 


and nephroses. It will im- 


prove the general condition, relieve the head- 
ache and dizziness, and the eye symptoms so 
often complained of, and cause a drop in the 
blood pressure. This parathormone maximum 
effect is obtained in about six hours. It can be 
repeated in eight to twelve hours with no fear 
of any untoward effect if 


simultaneously. 


calcium is given 
We then give it every twenty- 
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four hours as long as we deem it necessary, in- 
sisting on the calcium and glucose at the same 
The glucose 
hypodermoclysis if the stomach is upset. 
We 


had improvement in twenty-four to forty-eight 


time. be given by drip or 
Vio- 


have always 


may 
sterol is also administered. 


hours; then the management of the case was 
determined by the general condition and indi- 
cations. 
ECLAMPSIA 

In the fully developed eclampsia with con- 
vulsions and coma, the treatment is along the 
sane principals, our main reliance being placed 
also on parathormone. Morphine by _hypo- 
dermic to control the convulsions is generally 
the first medication, as it is always at hand, 
instantly. This is followed as soon as possible 
by 20 units parathormone hypo. and 10 cc. of 
a 10 per cent calcium gluconate solution intra- 
venously. The parathormone has a beneficial ef- 
fect on the convulsions. Lopez states that a 
few hours, four to six, after the administration 
of parathormone he obtained a complete cessa- 
tion of convulsions.!- We had a similar experi- 
ence in a case in which no morphine was used. 
We then administer fifty to seventy grams of 
dextrose in a 10 to 25 per cent solution intraven- 
ously with a view of supplying the necessary 
glycogen to combat acidosis, to prevent further 
liver damage and support and _ insure better 
functioning of the heart and kidneys. Elimina- 
tion is promoted. There is generally some im- 
If not, the 
parathormone is repeated, as also the calcium 


provement in eight to twelve hours. 


and dextrose with whatever symptomatic treat- 
ment may be indicated. As soon as the patient 
is able to swallow we give the calcium gluconate 
by mouth in teaspoonful doses with glucose 
lemonade. 

Here again, the subsequent management of 
the case is determined by the general condition 
and indications. If labor has started, as it will 
in many instances, the outcome is left to nature, 
or it may be terminated by low forceps to pro- 
tect both mother and child. If labor has not 
started, it may be induced, or if the condition 
of the patient is such as to demand immediate 
delivery, i. e. a primipara at term when the 
convulsions have been frequent and severe, with 


a living child an an undilated rigid os, delivery 


by cesarean section is justifiable in the inter- 
ests of both mother and child. . 
This plan of treatment was followed in ten 
cases, eight pre-eclamptic, five mild and three 
and 


severe, and two eclampsias, convulsions 


coma, with excellent results. Of the eight pre- 
eclamptics, all improved and were delivered of 
living children at full term except one who, al- 
though she improved and felt well, was never 


Her 


spontaneously at the beginning of the eighth 


albumin free. pregnancy terminated 
month without any mishap to mother or child. 
Not one of the severe pre-eclamptics developed 
convulsions; all were delivered at about term 
without any mishap to mothers or children, one 
by cesarean section (indication being deformity 
of pelvis), one by mid forceps—the other nor- 
mally. Of the two with true eclampsia, convul- 
sions and coma, one had no convulsions after 
of treatment, even 


the inception though no 


morphine was used. Labor was induced on the 
third day, and she was delivered of a still-born 
The other 


Her condi- 


baby without any mishap to mother. 
case had thirty-two convulsions. 
tion improved after four hours of treatment 
and she was delivered by cesarean section of 
living twins, both children and mother leaving 
the hospital living and well. 
The cesarean sections in this series were 


done by Dr. W. E. 
him for the privilege of including three of his 


Jarker. I am indebted to 
cases in this report. 
CASE ABSTRACTS. 
PRE-ECLAMPSIA MILD 

1. Mrs. C. B. R. White, 23, 1 para, was well 
up to the 34th week, when she complained of 
headache, dizziness, nausea and occasional vom- 
iting, disturbances of vision, shortness on exertion 
and edema of feet. First seen in 37th week. 
With these symptoms her blood pressure was 
150/100; urine showed albumin a trace. She was 
put on a low protein and fat, high carbohy- 
drate and calcium diet, calcium gluconate, tea- 
spoonful before meals and viosterol 20 drops, twice 
daily. In 7 days she was practically well, blood pres- 
sure 130/90. Two weeks later, she was delivered 
of an 8% lbs baby after a labor of 20 hours, low 
forceps gas-oxgen anesthesia 5 hours, without any 
mishap to mother or baby. 

2. Mrs. E. J. S. White, 31, 1 para, was sick all 
during pregnancy. Was under treatment with no 
improvement. First seen about 28th week. She 
showed marked symptoms of toxemia, general 
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edema, irregular pulse with an ‘occasional dropped 
beat, enlarged heart, blood pressure 190/100, urine 
25 per cent moist albumin casts, red blood cells and 
pus. She was put to bed on diet with milk, cal- 
cium gluconate and viosterol. Ten days later she 
was improved, urine better, blood pressure 172/92. 
Eighteen days later she was very much better, 
blood pressure 154/90; urine, albumin 20 per cent, 
few casts, no R. B. C., few pus cells. Up a few 
hours daily. Eleven days later she was delivered, 
after a short easy labor, 3 hrs., of a premature, 
8 months living baby. Recovery uneventful. 


PRE-ECLAMPSIA SEVERE 

3. Mrs. M. B., white, 22, 1 para. Good health. 
One sister has epilepsy; one brother idotic. Preg- 
nancy uneventful until the 39th week when she sud- 
denly developed nausea and vomiting, nervousness, 
edema of legs, B P. 168, scanty urine, albumin 50 
per cent moist. She appeared rather sick. She was 
given parathormone 20 units hypo., glucose drip 
5 per cent, calcium gluconate teaspoonful doses 
three times daily and viosterol. The parathormone 
was repeated in 8 hours, with relief of nausea and 
vomiting and increased diuresis. Glucose lemonade 
was pushed. Labor set in spontaneously in the 
next 24 hours, and she was delivered normally 
after an easy labor, without any mishap to her or 
child. Gas-oxgen anesthesia 4 hours. 

4. Mrs. E. G. white, 1 para. Was well until 
the 35th week when she developed shortness with 
edema of the feet, B. P. 135, and a heavy trace 
albumin in urine. Was put on diet, calcium gluco- 
nate, viosterol. not co-operative and 
was refractory, and did not follow treatment, es- 
pecially the diet. Four weeks later, after an 
unusually heavy meal, she complained of headache 
and dizziness again, edema of feet and legs, short- 
ness, B. P. 164, with the urine full of albumin 
(boiled solid.) She appeared on the verge of 
true eclampsia. She was given parathormone 20 
units, hypo., calcium gluconate and viosterol and 
glucose lemonade. The parathormone was repeat- 
ed in 8 hours, thence daily for the next three days, 
with improvement in all symptoms, when labor set 
in. She was delivered by mid forceps after 18 
hours, gas-oxygen anesthesia for 10 hours, without 
any mishap to her or the baby. 


She was 


ECLAMPSIA 


5. Mrs. J. P. T. white, 38, 1V para. Preg- 
nancy was uneventful until the 35th week when 
she complained of headache, nervousness, dizzi- 
ness. She had edema of feet and legs. First 
seen about the 38th week at midnight in convul- 
sions and coma, the second convulsion in an hour. 
She was given 20 units parathormone, hypo., and 
removed to the Sanitarium. She had two convul- 
sions during this removal. None subsequently. 
Dextrose 60 grams in 20 per cent solution intra- 
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venously was given as soon as possible. Glucose 
drip 5 per cent followed. Parathormone 10 units 
6 hours after the 1st dose. Urine showed much 
aibumen, boiled solid. 24 hours later, she was very 
much improved. Conscious, and as child was 
thought dead, labor was induced, first by packing, 
then by introduction of catheter. She was deliv- 
ered 24 hours later without any mishap. Child 
stillborn. Recovery uninterrupted. 


6. O. N. colored, 23, 1 para, was first seen at 4 
P. M., in convulsions, the 28th in the past 20 hours. 
Was comatose, stertorous respiration, general 
edema, pulse slow and rather soft, temperature 98° 
heart sounds clear but faint at the base, blood pres- 
sure 142/112, rales at the bases of lungs posteriorly. 
The mother stated that the patient had been sick 
for three weeks; headache, dizziness, blindness, 
constipation and scanty urine. Was given mor- 
phine sulphate, gr. ™% hypo, and removed to 
Sanitarium. At 5 P. M., she was given 20 units 
parathormone intramuscularly, and a flush. At 7 
P. M., sixty grams dextrose 20 per cent solution 
with 10 ce. 10 per cent calcium gluconate was 
given intravenously. At 8 P. M., her general con- 
dition was somewhat better, but she had another 
convulsion on vaginal examination. This revealed 
a hard, undilated cervix; no labor pains. Delivery 
by cesarean section was then decided on. At 9 
P. M., under ether anesthesia, she was delivered 
by the classical section, of twins, both living. She 
rallied well and had no convulsions after the 
operation; recovery was uninterrupted. Fifteen 
days later the mother and both children left the 
sanitarium living and thriving. 
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Cote—The Coroner's Stand point 


WHAT THE PHYSICIAN SHOULD 
KNOW FROM THE CORONER'S 
STANDPOINT* 

C. GRENES COLE, M. D. 


New ORLEANS 


I ask of you your indulgence while I bring 
you a message regarding the work done by me, 
as your coroner, assisted by my most able as- 
sistant coroners and highly efficient secretary 
and office attaches. I cannot give too much 
credit to my office assistants who, at all times, 
to treat the public with 
courtesy and consideration and to make them 
feel that they are dealing with people who 
sympathize with them in their troubles and are 


make every effort 


only too glad to do everything they can to les- 
sen their anguish and grief. 

Except in a very limited number of jurisdic- 
tions, the investigation of deaths that require 
the attention of any agency of government is 
made by the office of coroner. It is not neces- 
sary to trace the history of this ancient office, 
save to mention that it was transplanted from 
England to the original Colonies; from them 
it was transferred to the States. In twenty- 
four of the States the office is provided for by 
the State Constitution. The duties of coroner 


are prescribed by statute. Fortunately, the 
statutes relating to coroners in Louisiana have 
undergone essential modifications that better fit 


them to meet modern conditions. 


Practically all insane or suspected mental 
cases in the Hospital for Mental Diseases are 
committed through the and 


coroner's office 


their release or interdiction proceedings are 
executed through this office, thereby entailing 
quite a bit of work not generally accredited to 
the office of coroner. The coroner is also ex- 
officio City Physician, which duty requires him 
to see and make many examinations of the in- 
mates of the Parish Prison and House of De- 
tention, for whose health and medical welfare 


he is responsible. 

It will be noted that the natural deaths for 
the year 1934 were 1096, a considerable increase 
over 1933, which numbered 978. A slight in- 


*Read before the Orleans Parish Medical Society, 
July 8, 1935. 
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crease in the miscellaneous accidents was 
shown, there were 167 for 1933 and 173 for 
1934. Homicides likewise showed an increase 
from 70 in 1933 to 80 in 1934. The suicides 
showed a very noticeable reduction from 81 in 
1933 to 58 in 1934. 


In spite of the splendid efforts on the part 
of our Commissioner of Public Safety and the 
hearty cooperation of our police department in 
the enforcement of traffic regulations, there 
has been a slight increase in automobile injuries 


for 1934 as compared with 1933. 

Auto truck injuries showed a decrease from 
13 in 1933 to 9 in 1934. Automobile and auto 
truck injuries showed an increase from 3 in 
1933 to 8 in 1934. 


injuries were 


Automobile and motorcycle 
1933 1934. 
Automobile and electric street railway injuries 
were none in 1933 and 4 in 1934. Automobile 
and bicycle injuries were 2 in 1933 and none in 
1934. Automobile and steam railroad injuries 
were none in 1933 and 2 for 1934. 
and taxicab injuries 

years 1933 and 1934. 


injuries were 2 for 


none in and 2 in 


Automobile 
were one each for the 

Automobile and wagon 
1933 and none for 1934. 
Automobile and fire truck injuries were 1 for 
1933 and none for 1934. Motorcycle injuries 
were 2 for 1933 and 3 for 1934. Taxicab in- 
juries were 3 for 1933 and 2 for 1934. Horse 
and mule drawn vehicle injuries were 1 for 1933 
and none for 1934. Steam railroad 
were 6 for 1933 and 7 for 1934. Electric street 
railway injuries were 8 for 1933 and 4 for 1934. 
Aeroplane injuries were none for 1933 and 3 


for 1934, 


The following are some of the cases to be 


injuries 


reported to the coroner’s office: 


1. All deaths occuring in any hospital with- 
in twenty-four hours of admission. 


2. All injured cases, old or recent. 


3. All deaths due to unknown causes. 


4. All deaths due to suspicious causes. 

5. All abortion cases whether self-induced 
or otherwise. 

6. All volent deaths. 

7. All sudden deaths. 

8. All accidental deaths. 


9. All cases without medical attendance 
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within thirty-six hours prior to the hour of 
death. 

10. All deaths due to drowning, hanging or 
strangulation. 

11. All deaths due to gun shot, shot gun, 
stab wounds, burns, electricity, lightning, 
tetanus, etc. 

12. All homicides. 

13. All suicides. 

14. All poison or suspicious poison cases. 

PERMISSION OR AUTHORITY FOR AUTOPSIES 

It is advisable at all times to be extremely 
cautious in this matter to avoid any unpleasant 
complication which might arise where unau- 
thorized or improperly authorized post-mortems 
are done. It is best to get this permission or 
authority in writing, or if not in writing to se- 
cure dependable witnesses to the granting of 
such permission. No autopsy should be done 
without securing proper authority, for without 
this you may run the risk of an unpleasant suit 
for damages. It has been held in many courts, 
that, although the deceased has during his or 
her life willed his or her body for purposes of 
dissection, the family can or may prevent its 
dissection. 

Certain post mortem examinations may, how- 
ever, be legally performed or ordered regard- 
less of the rights, wishes or feelings of relatives 
or friends by a coroner or certain other officers 
of the state or parish as part of their official 
duty. 

In all other cases, authority or permission 
should be secured from or granted by the rela- 
tive or persons claiming or responsible for the 
burial of the body. Where none of the rela- 
tives are present or cannot be contacted ,it is 
wise, for your protection, to make sure that 
those acting for the relatives in granting per- 
mission for the post mortem have sufficient 
right or authority from the family to do so in 
case the kin should, as often happens, become 
vicious and threaten to 


prosecute or does 


prosecute after the autopsy has already been 


performed. 
CERTIFICATION OF DEATH 
In the matter of inheritance, insurance and 
other legal matters, every physician should feel 
it to be his duty to the family and relatives to 
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accord them that protection, which they certain- 
ly deserve, by accurately and completely filling 
out all death certificates. 
coroner’s cases 
should be certified through this office, and if 
the physician would properly refer the family, 
undertaker or insurance companies to our of- 
fice for such certificates, it would assure the 
family of the deceased the protection they de- 
serve, and would often prevent the long delay 
in collecting their much needed insurance. 

All injured cases, of any nature or kind, and 
whether old or recent, and whether death was 


For the same reason, all 


due to some concurrent or complicating disease, 
like pneumonia, etc., continues to be a coroner's 
case, and should be reported to his office and 
cause of death certified to by him. 

If a physician is not positive as to the cause 
of death, or if there is any reason to believe 
death has been due to violence or to suspicious 
causes, he should disregard any pressure that 
might be brought by the surviving members of 
the family and do his duty as laid down by the 
statutes of the State and refuse to sign a certi- 
ficate. In cases coming under this catagory, 
the coroner is automatically required to as- 
sume charge of the case and, in cooperation 
with the attending physician, 
vestigate the cause of death. 


thoroughly in- 


The following is found in Section 2, Act No. 
241, of July 14, 1926: 

“that it shall be the duty of the coroner to 
hold an inquest or make an investigation in all 
cases of sudden death, violent death, death due 
to unknown causes, death 
physician or other 
deaths in which there 


without attending 


remedial treatments or 
as to the 
cause, with the right to other autopsies in any 


such cases 


is suspicion 


The coroner 
may summon witnesses at such time or place as 
he shall direct, and may enforce their attend- 
ance by attachment. 

Article 39 of the Code of Criminal Pro- 
cedure for the State of Louisiana says: 

“It shall be the duty of any physician and of 
any person in charge of any hospital or insti- 
tution, or of any person who shall have first 
knowledge of the death of any person who shall 
have died suddenly, accidentally, violently or as 


in his discretion.” 
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the result of any suspicious circumstances, or 


without medical attendance within thirty-six 


hours prior to the hour of death, or in any 
case of death due to what is commonly known 
as an abortion, whether self-induced or other- 
wise, to immediately notify the coroner of the 
death. It shall be unlawful for any under- 
taker, embalmer or other person to remove any 


body from the death oc- 


place where such 
curred, or to prepare same for burial or ship- 
ment, without first notifying the coroner and 


receiving permission to remove the body.” 
Article 40—‘“Any person who shall fail to 
comply with the provisions of this title shall be 
deemed guilty of a misdemeanor and upon con- 
viction thereof shall be sentenced to pay a fine 
not to exceed one hundred dollars or to be im- 
prisoned, in the parish jail for a period not to 
exceed ninety days, or may be both fined and 


imprisoned as aforesaid.” 


In closing let me appeal to you for a closer 
cooperation in upholding the traffic regulations, 
thereby avoiding many of the appalling acci- 
dents and deaths which we are experiencing at 


this time. 


[ also ask of you your cooperation in reporting 
all coroner cases to my office as soon as pos- 
sible, thereby assuring better service to you and 
your patient and the public at large. The 
sooner we know about these cases the better 
we are able to institute a thorough investigation 
of the case and to turn the body over to the 
undertaker and family. It is highly important 
that the embalming be done as soon as possible 
to properly prepare and preserve the bodies. 

[ assure you that my office is at all times 
ready and willing to cooperate with you and 
I shall appreciate any opportunity accorded me 
te advise and consult with you regarding mat- 
ters connected with this office, always keeping 
in mind my duty to you, the family and the 


public. 


wm 
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MODERN THERAPY IN THE TREAT- 
MENT OF BURNS* 


JOHN H. CONNELL, M. D.+ 
NEW ORLEANS 


Assyrians used bizarre salves to alleviate the 
pain and aid the healing of burned areas. Al- 
though improvements in therapy were attempt- 
ed at various times including the submersion 
baths advocated by Hebra in 1862, it was not 
until the past fifteen years that any real pro- 
gress has been achieved. 
we achieved? 


And yet what have 


In a modern surgery text, an edition not so 
long published, a first 
mended carron oil. 


aid treatment recom- 
In any accident service a 
large number of burns entering have previous- 
ly been treated with this inefficient, filthy car- 
ron oil, butter, lard or other ingredients that 
only add to the already difficult proper treat- 
ment. Most such first aid therapy is given by 
the well intentioned friend but too often also 
by the attending physician. 

Before further discussion, let me digress 
and consider the pathology and altered physio- 
logy in a burned patient, an understanding of 
which will inevitably lead to rational therapy. 
There are two main factors to consider, the 
local lesion and the generalized changes in the 
organism. 

Surface burns are divided into 
three degrees :—First merely one 
manifested clinically by erythema and histologi- 
cally by dilatation of the capillaries directly un- 
der the epithelial layer, with a mild inflamma- 
tory exudate. 


arbitrarily 
degree is 


Second degree by vesiculation 
or blister formation and in these there is fluid 
accumulating, at the expense of the surround- 
ing damaged cells, between the epithelium and 
underlying cutis. Third degree is supposedly 
complete destruction of the epithelial layer and 
parts, of the underlying structures. That this 


*Read at the Second District Medical Society 
of Louisiana in May, 1935, and at the Lafourche 
Valley Medical Society of Louisiana in September, 
1935. 

+From the Department of Pathology of the Lou- 
isiana State University Medical Center and the 
Charity Hospital at New Orleans, La., Doctor 
Rigney D’Aunoy, Director. 
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rarely happens at least over any considerable 
when we remember 
that there are hair follicles, sweat and sebaceous 
giand islets distributed throughout the cutis, 
epithelial germinal centers. 
Immediately following this local destruction 


area can be appreciated 


all being potential 


of epithelium the host begins to react by both 
vascular and nervous phenomena. The denud- 
ed cuticular capillaries dilate and by apparent 
change of osmotic pressure large amounts of 
the body fluids shift to the affected area’ and 
exudation. The 
- blood rapidly becomes more concentrated as its 
fluid content continues to be lost until it may 
become two or three times more viscid than 


much is lost by superficial 


normal, at which point circulation is definitely 
impaired in all organs, oxidation is incomplete 
and the vital functions cease. Along with this 
depletion comes an imbalance of the chloride 
ratios in the circulating blood, leading the pa- 
These 
factors were first 
prominently brought out by Underhill*. These 
have been elaborated on and experimentally and 
clinically, proved by many observers in the en- 
suing years until today it appears these are the 


tients rapidly into a state of acidosis. 
two extremely important 


most potent factors causing death of severely 
burned individuals in the early stages. 

The theory propagated by textbooks of to- 
day concerning toxins circulating in the blood 
has failed to be properly substantiated. This 
toxin of unknown substance was to have origi- 
nated in the burnt proteins and to 
have been absorbed from the denuded surface. 


epithelial 


The fact that even strychnine in large amounts 
fails to be 
absorbed points strongly to the contention that 


applied to a recent burned area 
the powers of absorption in this area are ex- 
tremely low. 

The nervous reactions are probably some- 
what overestimated but undoubtedly from an 
extensive traumatized surface many nervous 
stimuli must reach the central nervous system 
and produce at times the condition which is 
called shock. There is no pathologic basis but 
only the common clinical experience of similar 
allied painful traumatic conditions. 

Now in the treatment of burns the one most 
important factor is the saving of lives; consider 


then briefly the causes of death. A relatively 
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few die within the first six to twelve hours 
obviously of shock, the majority in the period 
from twelve hours to the fourth day from 
what is generally considered to be due to blood 
concentration and acidosis, the remainder 
probably of sepsis in the burned area. 

The treatment of shock is well known: mor- 
phine, heat, fluid. This is of such importance 
that any treatment to the local lesion should be 
abandoned if the symptoms are at all severe. 
Wrapping the patient in warm blankets and 
hot water bottles keeps the patient comfortable 
until they can be moved, if necessary, for fur- 
ther treatment. 

If the patient is not in severe shock, the lo- 
cal lesion can be treated at once. Too seldom 
do we realize that we are dealing with a true 
surgical wound. One would not think of put- 
ting oil or grease into an open laceration. Yet 
bacterial infection or invasion in a raw burned 
area is just as possible, even more so, than in 
the former. The wound must first be cleaned, 
removing all tissue tags, rupturing vesicles, 
cleaning adjacent skin well with ether or plain 
soap and water until there is a relatively aseptic 
field. Probably the best, but impractical in 
many situations, is the submersion and bathing 
in saline baths. Now as to a local application. 
It must be analgesic to alleviate the pain, it 
must be protective to prevent further irritation, 
eliminate further exudation and finally it should 
be antiseptic to 
bacterial invasion. 


remove and _ protect against 

In 1925 Davidson® introduced the tannic acid 
treatment of burns. 
plied makes a firm eschar over the area by 
precipitation of the local protein material, is an 
excellent analgesic and has slight bacteriolytic 
properties. The method and strength of appli- 
cation can be varied greatly without lessening 
its efficiency. 


A solution of this ap- 


Frequently it is not necessary 
to take time to weigh the exact quantities so as 
to make specific five or ten per cent solutions. 
The drug is not toxic and can be used in high 
dilutions without untoward effects. Tannic 
acid is readily soluble in water and can be ap- 
plied by sponges or sprays. Every household 
has a source for tannic acid although it is not 
usually realized. 

Here, I must stop and give credit to a coun- 
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try practitioner for observations years ago for 
which he has never been given proper credit. 
Doctor W. H. Searles* of Warsaw, Wisconsin, 
published in 1871 his treatment for burns and 
leaves dis- 
solved in warm water and applied to the sur- 
face. This, gentlemen, was the original tannic 
acid treatment of burns. 


scalds. It consisted in using tea 


A fresh solution of tannic acid is applied to 
the burned area every half hour for the first 
three hours and then every hour or two for the 
ensuing twenty-four hours at which time an 
eschar is formed and no further applications 

= . . ° 
are necessdry. As_ epithelization 
under the eschar it is peeled off until on the 


progresses 


tenth day, as recommended by most authorities, 
the remaining eschar may be removed with 
moist dressings leaving a clean granulating sur- 
face. 


The above local applications answer many 
necessary specifications but are still not ideal. 
In an attempt to improve upon this Doctor 
Warfield M. Firor of Johns Hopkins began 
the use of a one per cent aqueous solution of 
gentian violet applied in the same way as the 
tannic acid. Several workers including myself* 
have used this remedy rather extensively. It 
has several definite advantages over tannic acid. 
This latter is antiseptic and 
streptococcal infections, the cause of late tox- 
emias and death, are harbored under the rigid 


a rather poor 


eschar for long periods before detection is pos- 
sible. 


The gentian violet is a specific antiseptic for 
staphylococci and streptococci and it is extreme- 
ly uncommon for any infection to supervene. 
If infection does occur the soft pliable eschar 
formed by the dye immediately tells the ob- 
server that all is not well. In such cases the 
local eschar around the softening is removed 
painlessly with a pair of forceps and a reap- 
plication of the dye takes care of the offending 
organisms and again completes the covering. 
An eschar of this type can be formed directly 
over the folds of the body and still allow free 
motion of the part. It in no way injures the 
underlying delicate isles of epithelium and one 
is surprised that by the end of the fifth day 


not only does epithelization begin on the edges 


Al 
NI 
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but the purple eschar peels from over the mid- 
dle surface and in two weeks complete healing 
occurs in nearly every instance with no deformi- 
ties. Apparently the most undesirable factor in 
the dye therapy is its ability to stain surround- 
ing elements as attendant’s clothing, sheets, 
etc. 

Recently, cognizant of the shortcomings of 
tannic acid, certain ingredients have been added 
to it. Clark® in attempting to make the solu- 
tion more antiseptic has added Dettal* to a five 
per cent tannic acid solution. The application 
is identical and the added antiseptic is purported 
to prevent infection. Bettman’ has innovated 
a rather novel method which overcomes several 
deficiencies. Briefly, it is the application of a 
regular five per cent tannic acid solution fol- 
lowed immediately by a ten per cent silver ni- 
trate solution. This leaves a thin black eschar 
which adheres closely to the underlying skin. 
This dressing is not only antiseptic but can be 
completed in a short time and eliminates hos- 
There have been no cases of 
argyria in a large number attempted. I have 


tried this combination in several cases with 


pitalization. 


small burns with excellent results. 

There are numerous proprietary salves on 
the market which attempt to combine analgesia 
and antisepsis. The one I believe most effi- 
cacious is gentian violet jelly®. This is easily 
made by adding thirty grams of tragacanth to 
one thousand cc. of a one per cent equeous solu- 
tion of gentian violet to which may be added 
a small amount of glycerine to keep it from dry- 
ing out. This preparation lasts indefinitely. 
These jellies are applied to a gauze in a thick 
layer and then applied to the burned area and 
they act nearly identical as the liquid, only they 
require only one application. This feature is 
ideal for the every day burn patient that comes 
into your office. The dressing can be re- 
moved from the ambulatory patient in forty- 
eight hours and a protective eschar remains un- 
til such time as healing is complete. 

As to the general management following the 
initial shock therapy there are several import- 
ant factors to keep in mind. Maintain body 

*A proprietary antiseptic used in the British 
Isles. 
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The use of 
the heat tent and more recently the introduc- 
tion of a hot air blower will suffice to maintain 


heat, fluids and chloride ratios. 


body temperature. The latter procedure will 
also prevent moisture accumulating with re- 
The blankets 
and hot water bag are sufficient in an emer- 


sultant softening of the eschar. 


gency but the burned area should preferably 
not remain in contact with covering of any kind 
during its healing stages. 

The maintenance of body fluid balance is 
not so easily attained. So much fluid pours 
from the vessels that large replacements are 
necessary. Livery avenue of approach can be 
used; the rectum, veins, subcutaneous and oral 
administrations. The latter of course, is easiest 
but frequently does not suffice and the intra- 
venous route seems the next most logical. I have 
given twelve thousand cc. of fluid in twenty- 
four hours when occasion demanded without 
deleterious effects. 


At times the fluid fails to dilute the blood 
but passes directly into the tissue spaces caus- 
ing edema. To combat this gum acacia in- 
fusions are resorted to; this substance being 
impermeable to the vascular endothelium. A 
six per cent solution of this is easily prepared 
by diluting the thirty per cent fifty cc. ampules 
on the market five times. In the laboratory 
hourly hematocrit or hemoglobin values give us 


How- 


the exact index as to the concentration. 


ever, it is highly improbable that too much can 
be administered and 8000 cc. for twenty-four 
hours per all avenues never leads to adverse 
results. 


In these administered fluids you have a ready 
vehicle for replacement of chlorides and glu- 
cose buffered by insulin all of which will com- 
bat a possible acidosis. 


In conclusion any therapy in the treatment 
of burns must primarily save the life of the 


individual. This is done by instituting such 


measures that prevent, shock, concentration of 


the blood, acidosis and infection. Following 


this, prevention of complications, comfort to 
the patient and economics can be duly consid- 
ered, 
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INCREASE THE MEMBERSHIP 


In the section Louisiana State 


Society news there is a letter from President 


devoted to 


Gray which deserves to be read by every mem- 
her of the State Society. Dr. Gray wants to 
increase the membership and so should every 
man in the rank and file of the organization. 
The reasons for augmenting our rolls are defi- 
nite and positive. The practice of medicine 
may, in the next few years, undergo revolu- 
tionary changes. It is only if the medical pro- 
fession is well organized that we, as physicians, 
may be in a position to withstand attacks upon 
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us from various sources and from different 


angles. Every active practitioner of medicine 
should be a member of his Parish, District and 
State Society. Every physician should be pre- 
pared to stand back to back to combat measures 
which may be harmful to the individual phy- 
sician. A united front would mean a tremend- 
ous lot to the leaders of organized medicine be- 
cause then they can say that they have back of 


them practically the entire medical profession. 


To secure a full membership can only be 
done by personal contact with those physicians 
who do not belong to the ranks of organized 
medicine. write or to send 
cards or even to write editorials that will not 
be seen, and if they are seen probably will not 
be read. 


It is useless to 


The individual physician who is out- 
side the fold should be told by his friends 
forcibly that it is not only for the good of the 
profession as a whole but it is decidedly to his 
personal advantage to belong to the guild. 
Certainly he ought to be sold to the fact that 
it will be to his advantage to be with us when 
these anticipated attacks on medicine will de- 
velop. Personal contact is really essential. 
It would seem that if every man not in the lo- 
cal society was to be contacted by one of his 
friends who is a member there ought to be a 
the 
President of each medical society would take 
the list of men in his vicinity or district and 
definitely assign one of the men in his society 
to get in touch with, and to appeal to, one of 
the non-members the results should be surpris- 
ingly good. 


marked increase in the membership. If 


There are entirely too many gen- 
eralities spoken and written and not enough 
concrete, definite, personal effort made to get 
men into medical circles, organized for the ad- 
varcement of the physician in scientific matters 
and for his protection in economic affairs. Let 
the Presidents of the constituent 
the State Society nominate a member who is 


societies of 
a friend of a non-member to go after this 
recalcitrant fellow and not let go of him until 
he is pledged to join up with the local organi- 
zation. If this is done then in April when the 
annual meeting is held at Lake Charles there 
should be a gratifying increase in our member- 
ship. 











MEDICAL ECONOMICS 


The Committee on Legislative Activities of 
the American Medical Association has sent out 
a bulletin which has some thought provoking 
statements in it. It starts with an underlined 


capitalized declaration which reads: “Less 


discussion of medical economics; more empha- 
Medical 


economics is a term, the Committee suggests, 


sis on social aspects of sickness”. 
which should be done away with because it 1s 
construed as purely a medical problem and ap- 
parently to the laity connotes selfish financial 
interests of the profession. Social aspects of 
sickness on the other hand is fairer to the pa- 
tient and gives more information to the public. 

The facts: An 
adequate income provision for normal living 


Committee stresses these 


and working conditions; inadequate income re- 
sults unfavorably on the individual because of 
lack 
of clothes and disturbed psychogenic states. As 
health 
severe forms of protracted sickness. 


insufficient food, poor home conditions, 


a result subnormal follows and many 
Medical 
the patient when 
“Suffici- 


ent income for normal living to reduce sickness 


care can not do much for 
economic conditions are unfavorable. 


would be more effective than a few weeks of 
inferior, politically controlled medical service 
after chronic disease and permanent disability 
are established”. 

The wages paid WPA workers in most places 
are barely enough to subsist on. In_ three 
States, Wisconsin, 
New York City, 
creased to prevailing wages amongst the em- 


Nevada, Montana, and in 


these wages have been in- 
ployed, which allows for better living and so- 


cial conditions. Any new method to extend 


medical service can not provide worth while 


care, if it is based on inadequate payments 
made from a very low wage. The Committee’s 
last comment is that the medical profession has 
responsibilities in advising the public. Good 
health and medical care in sickness are depend- 
ent upon an adequate living wage and from this 
only can healthful living conditions and com- 
petent medical care be provided. 

The statement of the Committee, abstracted 
above, certainly is full of good common sense 


but to us it is doubtful if the term “social as- 
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pects of sickness” is superior to “medical 
economics”. After all, the problems that have 
to do with the economic adjustment of the 
physician to the present day conditions have 
ccmparatively little to do with the very broad 
problem of sickness amongst the indigent, the 
inadequately paid, or even the more favored fi- 
nancial group. All physicians would like to see 
everybody paid a wage which is adequate for 
self respecting living and given enough to put 
aside a nest egg to meet unexpected conting- 
encies, however, there are innumerable physi- 
cians who themselves do not have an income 
which is adequate for their needs, nor are they 
able to create any reserve. It might be selfish 
te consider the economics of medical practice 
as solely a medical problem but after all it is 
a real problem for the doctors that has to be 


discussed amongst themselves. 





DIPHTHERIA AND DEATH 


A recent article by Hoyne*, who is in charge 
of the large contagious disease service at the 
Cook County Hospital, discusses rather fully 
the causes of death in diphtheria. Of course at 
the start he makes it obvious that there is no 
rea on why any death should occur in this 
disease if the child population is immunized 
at an early age. However, this much to be de- 
sired prophylactic measure is by no means a 
universal procedure. Children do die from 
diphtheria and the cause of death is asphyxia- 
tion, bronchopneumonia or myocarditis (tox- 
emia), according to Hoyne. In the treatment 
of the first condition tracheotomy or intuba- 
tion has to be performed. Diphtheria anti- 
toxin is not sufficient to save the patient. It 
is rare that the child with this type of diphtheria 
dies from the complication of myocarditis, and 
paralyses likewise are rare. 
obviated in part by 
using surgical technic, not only during the oper- 
ation of tracheotomy but in the subsequent care 
of the patient. 

The meat of this article has to do with the 
myocarditis which 


causes the greatest number of fatalities. Hoyne 


Bronchopneumonia is 


prevention of the toxic 


*Hoyne, A. L.: Causes of Death in Diphtheria and 
Their Prevention. Am. J. Med. Sci., 191:271, 1936. 
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likens this type of myocarditis to an execution- 
er about to carry out a death sentence. The 
method that is employed at the Cook County 
Hospital to prevent this lethal complication is 
by the administration of glucose in 10 per cent 
solution intravenously. The glucose solution is 
given in quantities varying from 500-1000 c. c. 
according to the size of the patient. The 
treatment is repeated daily for at least eight 
days. Sometimes it is continued longer; in one 
instance for thirty-seven days. The results 
have been most satisfactory. In 83 patients 
who were critically ill the mortality rate was 
only 10 per cent, whereas the expected rate 
would be as high as 50 per cent. One of these 
deaths occurred within an hour after admis- 
sion to the hospital and another within twenty- 
four hours. All of these 83 patients were in 
desperate condition. 

The author speaks of the “bull neck” which 
is encountered commonly in patients with 
diphtheria who have a profound toxemia. There 
is a cervical adenitis which is rather pronounced 
with the surrounding tissues swollen from 
edema. Such a patient is clear mentally, usual- 
ly has a profuse nasal discharge with a foul 


odor, and quite generally marked albuminuria 
associated at times with an enlarged and tender 
liver. There is not a pronounced or marked 
temperature reaction. With the administration 
of anti-toxin the patient starts to improve and 
may continue to improve up until the tenth or 
twelfth day, then there occurs a sharp fall in 
the pulse rate, a common omen of impending 
danger although the patient is to all intents 
and purposes well. Frequently within the next 
12-24 hours abdominal pain occurs and if there 
is marked vomiting death is almost inevitable 
from the associated diphtheritic myocarditis. 

The suggestions of Hoyne seem well worthy 
of emulation. Bear in mind that his group of 
patients treated with glucose consisted of those 
who had been ill more than three days before 
receiving anti-toxin; those who had “bull neck” 
irrespective of the day of the disease ; those who 
had marked albuminuria, and all post-nasal 
cases and malignant types of any character. If 
glucose solution administered daily will prevent 
the dreaded cardiac complications of diphtheria 
then it seems a rational procedure to carry out 
because it can be done with ease and is, after 
all, a relatively simple measure. 
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SCHUMPERT SANITARIUM 

After dinner served in the sanitarium dining 
room the evening of January 14, the staff was 
called to order with Dr. George Garrett presiding. 

Roll call showed 20 members and 5 visitors 
present. 

Thé minutes of the previous meeting were read 
and adopted. ‘ 

There being no committee reports or outstand- 
ing business, the scientific program was opened. 

I. Dr. Paul Winder’ discussed functional 
uterine bleeding, demonstrating first, by lantern 
slides, the normal menstrual cycle. He discussed 
the diagnosis and indications for treatment in the 
three forms of functional bleeding, due respect- 
ively to hyperplastic endometrium, irregular shed- 
ding of the endometrium and irregular ripening 
of the endometrium. The discussion was opened 
by Dr. Mays and continued by Drs. Wren, Walke, 
Craig, Yearwood, Edwards, Bodenheimer, Blan- 
dino, Perrino and closed by Dr. Winder. 

Il. Dr. C. H. Potts presented a case report of 
carcinoma of the pancreas in a 50 year male, con- 
firmed at autopsy. The case was discussed by 
Drs. Wren, Birdwell and Stamper. 


The Hospital report for the past month was 
read by the secretary. Deaths occurring during 
the month were discussed by Drs. Birdwell and 
Geo. Garrett. 

C. H. Webb, M. D., 
Secretary-Treasurer. 


THE SHREVEPORT EYE, EAR, NOSE AND 
THROAT SOCIETY 


The Shreveport Eye, Ear, Nose and Throat So- 
ciety met in regular session at the Charity Hos- 
pital the evening of Monday, February 3, 1936, at 
7:30 o’clock. The President, Dr. John T. Crebbin, 
presided. The following members were present: 
Drs. Crebbin, Smith, Atkins, LaRue, Scales, Beene, 
Boaz, Wilkinson, of Shreveport; Dr. 
from South Dakota. 

The scientific program consisted of seven cases: 
1—Dr. Scales presented a white girl, 10 
years of age, who had been bitten through 
the upper left lid by a hog. A plastic 
operation had been performed with a very 
satisfactory result. 
2—Dr. I. Henry Smith presented a young 
man with a_ central choroiditis of the left 


Dickinson 
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eye. Fields that he had taken showed a 
central ring scotoma with enlargement of a 


blind spot. The etiology remains undeter- 
mined. 
3—Dr. Boaz presented a young man who 


had been burned about the face by gasoline 
explosion which resulted in considerable de- 
formity of the lower left eye lid. He had 
obtained excellent results by skin grafts 
taken from the thigh. 

4—Dr. Atkins presented a negro man on 
whom he had performed a radical frontal 
sinus operation following the Lynch technic. 
The result was very satisfactory. 

5—Dr. Atkins’ second case was a negro man 
admitted with a diagnosis of nasal polypi. 
Examination showed a growth in the left 
nostril the size of a buckshot, granulomatous 
in character. This believed to be a 
gumma. 

6—Dr. Wilkinson presented a negro man 
who was admitted to the hospital in Septem- 
ber 1935, with the diagnosis of aural polyp. 
A radical mastoid operation had been per- 
formed for the purpose of removal of the 
polyp. At the time of presentation, there 
was a recurrence of the polyp, accompanied 
by a discharge of pus through two fistulous 
tracts in the line of the mastoid incision. 
Within the previous week, he had been run- 
ning high temperature and complained of 
pain throughout the left side of his head. 
The question of subsequent treatment was 
discussed, and various opinions were given. 
7—Dr. Wilkinson also presented a white man 
whose nose was badly fractured about three 
months previous. Several suggestions were 
offered as to the best procedure for correct- 
ing the deformity. 


was 


It was moved and seconded that the reading of 
the minutes be dispensed with. 

There being no further business, the society ad- 
journed, to meet the first Monday in March 1936. 
John T. Crebbin, Pres. J. A. Wilkinson, Sec. 

NORTH LOUISIANA SANITARIUM STAFF 

MEETING 

The North Louisiana Staff meeting was called 
to order by the President with 27 members and 2 
visitors present, January 28. Minutes of the pre- 
vious meeting were read and adopted. Dr. Herold 
reported for the Training School Committee, and 
read the annual report of the Superintendent, which 
was adopted and incorporated as part of the min- 
utes. Dr. Herold reported for the special com- 
mittee on dentists without recommendation and 
asked for a round table discussion. After discus- 
sion by Drs. Crebbin, Gowen and Rigby, Dr. Rigby 
moved the matter be referred back to the Com- 
mittee for further study. The motion was car- 
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ried. The Hospital report was read and the one 
death discussed. Attention was then turned to 
the scientific program. 

Drs. Lucas and Webb presented a case of ap- 
pendicitis and malaria in a child. When admit- 
ted the patient had a pharyngitis, temperature of 
104°, some nausea and vomiting and a white blood 
count of 13,000. The right abdomen was tender 
and the spleen palpable and slightly enlarged. 
There was some stippling of the red blood cells 
but no malaria was found. The patient was given 
quinine and the temperature was lowered, the 
white count reduced to 5,000 and the patient im- 
proved. The slight respiratory infection cleared 
up and the patient made a good recovery. 

Drs. Hargrove and Rigby presented a case of 
xanthoma of the stomach. The patient had had 
recurring attacks of epigastric pain for three or 
four years. When admitted she had had a per- 
sistent attack for several days with pain, inter- 
mittent colicky pains, some nausea and vomiting, 
a white blood count of 16,000 with 91 per cent 
polys, a temperature of 99° to 100° and other in- 


dications of partial intestinal obstruction. After 
purgatives, enemata and decompression of the 
duodenum, the acute symptoms subsided but the 


patient still showed a marked tenderness over the 
left epigastrium where a mass the size of a small 
orange could be felt. The blood count gradually 
returned to normal, but the mass and the tender- 
ness persisted. Roentgenogram of the stomach 
showed a normal mucous membrane and no ob- 
struction, but with pressure there was an oblitera- 
tion of the lumen of the antrum. The remaining 
gastrointestinal tract showed no defect. The pa- 
tient was operated upon and a mass was found at- 
tached to the anterior surface of the stomach and 
the anterior abdominal wall. It was reddish 
brown, about the size of a hen egg, and necrotic 
in the center. A partial gastric resection was 
done, together with a posterior gastroenterostomy 
and the patient made rapid improvement. Sections 
of the tissue showed involvement of the _ peri- 
toneum and part of the muscular coat of the 
stomach, but no involvement of the mucosa. There 
was a chronic inflammatory change with many 
xanthoma cells and fat necrosis. The case was 
discussed by Drs. Anderson, Herold and Mathews. 


Dr. Herold introduced the guests. Officers for 
1936 were then elected with the following results: 


President Dr. R. T. Lucas 
Vice-President Dr. C. R. Gowen 
Secretary Dr. H. M. Trifon 


There being no further business, 


adjourned. 


the meeting 


J. R. Anderson, M. D., 
Secretary. 


TOURO INFIRMARY 


The regular meeting of the Medical Staff of 
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Touro Infirmary was held Wednesday, February 
12, 1936, at 8:00 p. m., Dr. C. Jeff Miller, presid- 
ing. 

The scientific program was as follows: 

Dr. John A. Lanford: Clinico-pathological 
ference, from 8 to 9:00 p. m. 

Dr. M. H. Kaplan: 
1935. 

Dr. J. D. Rives and Dr. Morris Shushan: 
o: the falciform ligament. 

Dr. Charles Holbrook: 


con- 
Autopsies at Touro during 


Abscess 


Presentation of a case 
of encephalitis. 
MERCY HOSPITAL 
The regular monthly meeting of the Mercy 


Hospital staff was held Wednesday, February 5, 
1936, with Dr. Geo. Hauser presiding. The paper 
on Superior Hypogastric Sympathectomy that was 
to be presented by Dr. Hanckes was postponed 
because of the inclement weather conditions and 
in its stead Dr. Charles Bahn gave an interesting 
talk on Medical Economics. He discussed the 
two ways a physician may feel towards the med- 
ical economic problem; first, should the doctor 
allow the patient to contribute what he pleases, 
or second, should the doctor sell his knowledge to 
the patient? This interesting talk was discussed 
by Drs. Zander, Vedrenne, J. E. Brierre, P. A. 
Phillip, Howles, Upton and Hanckes. 


The scientific program further consisted of the 
discussion of three deaths. The first case was an 
interesting one that expired within three days fol- 
lowing admission with a diagnosis of acute and 
chronic cholecystitis with perforation of the gall 
bladder, cholelithiasis and general peritonitis. This 
was an inoperable case. The autopsy revealed 
extensive adhesions involving the hepatic flexure, 
appendix, gall bladder, omentum, liver and bile 
ducts—a toxic hepatitis. This case was discussed 
by Dr. J. E. Brierre, 

The second case expired on the seventh day 
following admission. This was one of cardiac de- 
compensation with general anasarca and ascites. 
There was no further discussion of this case. 

The third case expired nine days following ad- 
mission, no autopsy was permitted on this case. 
The diagnosis was arteriosclerotic heart disease 
with decompensation and chronic hepatitis. There 
was no further discussion of this case. 

Lloyd Hanckes, M. D., 
Secretary. 


FRENCH HOSPITAL 


A regular meeting of the French Hospital Staff 
was called to order Friday, February 14, 1936 with 
Dr. Strange presiding. The minutes and an 
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analysis of the hospital records were read by Dr. 
Me Carty. 

The deaths that occured the previous 
month were then discussed. The case history of 
Mrs. A. R. was presented by Dr. Messina and dis- 
cussed by Dr. Zander, who was of the opinion that 
this seemed to be a typical case of 
bronchopneumonia. 


during 


influenzal 


Dr. Ader discussed the case of Master N. P. He 
stated that many cases of diphtheria and strep- 
tococcal infection together were found this season, 
producing a very severe toxemia. Dr. Howles 
said that at the Philadelphia Municipal Hospital 
several years ago, diphtheria cases were quite as 
severe, but that in the streptococcal sore throat 
more edema was _ present. The throats were 
swabbed with cocaine and adrenalin and often in- 
tubation was used, more so in streptococcal than 
in diptheritic involment. 


Dr. Zander asked if patient A. R., who died of 
typhoid fever, had bled to death or had died of 
perforation. Dr. Rougelot gave the history and 
explained that the patient probably died as a re- 
sult of fever, being also weakened from hermor- 
rhage. 


The application of Dr. C. C. Mary was presented 
and passed upon unanimously. 


Dr. Howles then presented an interesting paper 
on the Treatment and Diagnosis of the Superficial 
Mycoses. He spoke particularly of the ringworm 
of the body, hands, nails, and groin; accompany- 
ing the talk with slides showing the difference 
between deep and superficial types of infection. 
The type of treatment best suited is one contain- 
ing petrolatum, salicylic acid and thymol or iodine 
for chronic cases and sodium thiosulphate soaks 
in vesicular and pustular types. Dr. Strange 
asked if onychomycosis of 50 years duration could 
be cured. Dr. Howles stated that avulsion of the 
nail could be tried, along with autogenous vac- 
cine. An interesting point was the illustration of 
trychophitids, which were lesions (sterile) caused 
by a sensitivity from a primary focus elsewhere. 
Dr. Zander gave his appreciation, stating the fre- 
quency of the condition in general practice and 
asked Dr. Howles’ opinion of potassium fperman- 
ganate and antiseptic dyes. Dr. Howles said that 
potassium permanganate was good as a deodorant 
in malodorous and in pustular lesions, but it was 
not as good as sodium thiosulphate. He also 
stated that Dr. Castellani’s carbol fuchsin paint 
was considered good to dry out vesicular eruptions 
in the day time, and was useful in large institu- 
tions where many cases are to be treated. Dr. 
Howles said further that Cutter’s mixed vaccine 
was of definite benefit in the pustular types. 

R. H. McCarty, M.D., 
Secretary. 
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J. T. NIX CLINIC 
NEW ORLEANS 

At a meeting held in February, Doctor Manuel 

Garcia read the following paper: 
OVARIAN MALIGNANCY 

Ovarian tumors constitute one of the most com- 
plex chapters in pathology. There is no agree- 
ment as to their identity, their histogenesis, their 
etiology, or their therapeutic attack. Their clin- 
ical development is often obscure, and their mor- 
tality rate is at a distinctly somber level. For the 
student of neoplasms they have great fascination. 
The present communication deals with two cases 
o2 much interest that we have been following for 
a year. 

With ovarian neoplasma there is no sharp divid- 
ing line between those that are malignant and 
those that are benign. For this reason, estimates 
as to the relative incidence of ovarian malignancy 
vary widely. Murphy quotes percentages ranging 
from 7.3 to 24.2. Stout at the Presbyterian Hos- 
pital found 5.3% of all female cancer to be ovarian. 
Lippert is reported to have discovered 941 ovarian 
tumors among 58,787 female clinic patients of all 
types, an incidence of 1.6%. Ewing calculates the 
relative frequency of the different ovarian ma- 
lignant growths to be as follows: carcinoma, 22%; 
embryoma, 9.2%; sarcoma, 2.9%; considering all 
ovarian tumors as 100%. 

In consideration of general etiology Ewing states: 
“It appears that the effective causes of ovarian 
tumors are quite as obscure as with other organs. 
Neither predisposing nor exciting factors can be 
accurately defined, but it may be assumed that 
chronic hyperemia, exaggerating the natural re- 
generative processes in the organ, figures in most 
cases. The studies of histogenesis, on the other 
hand, indicate that developmental anomalies are 
essential conditions in the growth of the great 
majority of ovarian tumors.” Heredity has been 
very vaguely connected with their genesis, and 
the organs are so sheltered that trauma is an 
insignificant factor. Taylor sees a possible causa- 
tive relationship between neoplasms and decreased 
ovarian function, as shown by their greater fre- 
quency at the menopause, and in young women 
with a congentail underdevelopment of the organs. 
He quotes, in support of this, a lower fertility and 
scantier menstruation in younger women with 
ovarian tumors, but it must be remembered that 
no age is immune to the development of the 
tumors. Murphy, in the analysis of the incidence 
of pregnancies, abortions, and sterility, and of 
sexual development in his series of cases, envis- 
ages a causative hormonal influence. 

The identity of the cells that give rise to ovarian 
tumors has been a point of argument from the 
time of Virchow. All the epithelial elements of 
the organ as well as such embryonic structures as 
the muellerian and wolffian ducts have been con- 
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sidered as possible sources. Abnormally placed 
endometrium has also been thought the tissue of 
origin of some of the carcinomas. According to 
Ewing the superficial ovarian epithelium has been 
clearly shown to give rise to the superficial papil- 
lomas. Pseudostruma ovarii is derived by invagi- 
nation of the same structure. Papillary cystomas 
of the serious type are developed by the same 
method. Because goblet cells are formed in this 
epithelium, he ascribes the same origin to pseu- 
domucinous cysts. Glockner, Limnell and Bauer 
are credited with describing a direct transition 
from these growths into alveolar and solid car- 
cinomas. A follicular origin, as well as misplace- 
ment of the complex embryonic organs already 
alluded to, can not be excluded. “It is highly 
probable that tumors of adult type are derived 
from adult epithelium. The ovulogenic origin of 
certain atypical adult and embryonal carcinomas, 
sarcomas, and mixed tumors should be entertained 
for the ovary as for the testis.’”” (Ewing). 

The principal basis for the classification of 
ovarian neoplasms has been their morphology. 
But since all sections of a given tumor are not 
uniform, since metaplasia occurs, identification by 
this method has proved difficult. Grossly they 
have been grouped into solid and cystic, papillary 
and glandular tumors. Every author has created 
criteria, and evolved a scheme of classification, 
and this has added complexity to a naturally in- 
volved matter. The following grouping was com- 
bined from Ewing and Taylor: Malignancies oc- 
curring in the ovary are: I. Metastatic, that is, 
tumors secondarily involving the ovary, from a 
focus elsewhere in the genital tract, or any struc- 
ture of the body. A specific type in this category 
are Krunkenberg tumors, which as a rule are 
primary in the gastro-intestinal tract. II. Pri- 
mary, which are subdivided into; 1. Sarcomatous, 
originating in the ovarian stroma. 2. Miscel- 
laneous, which include hypernephroma, endothe- 
lioma, chorioepithelioma, and luteoma. 3. Tera- 
tomas, ranging from adult teratoids to malignant 
embryomas. 4. Papillary cystomas, either of the 
serous or of the pseudomucinous types. Neither is 
very malignant in the vast majority of cases, but 
they follow an unpredictable course and merge 
into the 5. Adenocarcinoma. 6. Carcinomas, 
usually of three types, medullary, alveolar, or 
scirrhous; but two unusual groups are recognized, 
the seminomas, similar to the testicular tumors, 
and the granulosa cell carcinomas, of a relatively 
benign course. 

The clinical course of ovarian malignancies 
varies widely, and the symptomatology and signs 
are extensive. Unfortunately no pathognomonic 
signs exist. In Murphy’s series the prediagnostic 
length of symptoms averaged from eleven to fif- 
teen months. They were most pronounced in the 
carcinoma group. Abdominal pain and enlarge- 
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ment were the chief complaints in all groups. 
Menstrual irregularities with excessive or dimin- 
ished flow are not so frequent as many of the 
patients are beyond menopause. Periodic post- 
menopausal bleeding should arouse the suspicion 
of a granulosa eell tumor. Precocious puberty may 
be induced in young girls by the same tumor. 


Papillary cystadenomas are often referred to as 
semi-malignant tumors, because of their indolent 
course, which causes only pressure symptoms as 
long as the cyst remains intact. Should this rup- 
ture, however, extensive bleeding of the peritoneum, 
with chronic ascites, occurs. But sometimes such 
tumors have true metastasizing powers, and their 
microscopic structure is malignant. 
belongs the following case: 


To this group 


Case 1. N. B., white female, aged 40, reported 
at the Clinic with a history of vesical trouble of 
four weeks’ duration. Suddenly she had developed 
an inability to control the urine, which gradually 
had grown worse and forced her to wear a pad. 
With this, there was some enlargement of the 
abdomen and some pain. Menses had been irreg- 
ular for some five or six years and there was 
occasionally slight leukorrhea. Past history dis- 
closed measles, pertussis, German measles in 
childhood; typhoid at 14; appendectomy in 1918; 
erysipelas of the face in 1920; tonsillectomy in 
1929. No familial malignant disease. On exami- 
nation the patient was found to be a middle aged 
woman of low stature with a pronounced scoliosis 
(probably due to old tuberculous spondylitis), and 
a marked congenital deformity of the feet, which 
were at least twice the normal size in length and 
bulk, with an abnorma! configuration of the toes. 
The throyid was enlarged slightly. The lower half 
ot the abdomen, especially on the right side, was 
enlarged by a tender, tense globular mass of a 
cystic consistency. Hemoglobin was 60%. The 
blood, the urine, and the kidney function test were 
normal. Radiographic examination of the chest 
showed no lesions in the lungs, but the heart was 
found moderately enlarged. Laparatomy was done 
by Dr. James T. Nix on 4/2/35. The right ovary 
was removed; it contained a multilocular 
tumor, found to be a _ papillocystadenoma. 
cells were mostly 
mitotic figures 


cyst 
The 
of the adult type but many 
were present. The patient re- 
covered rapidly from the intervention and was dis- 
charged from the hospital after the administra- 
tion of 1500 r units to the pelvis through each of 
two portals, one anterior and one posterior. Radia- 
tion has been continued at bi-monthly intervals 
and the total dose now is 5800 r units to the entire 
pelvis using 180 KV % mm. Cu plus 1 mm. Al 
fiiter, 50 Cu S.T.D., 4 m.a., 10 by 15 Cu portals. 
She is doing very well and there is no evidence 
of recurrence, or metastasis. 


Since there is a long symptomless period, early 
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diagnosis can be hoped for only when periodic 
pelvic examinations are practiced. All ovarian 
cysts are potentially malignant and should be re- 
moved, especially in older women. Exploratory 
operation is indicated even in the presence of 
ascites, for extirpation or considerable palliation 
may be obtained. Bilateral oophorectomy is us- 
ually indicated in proved malignancies, save in 
teratomas of young women and in serous cysts, 
which tend to be unilateral. Hysterectomy does 
not seem to be of help, but should be performed 
if the patient’s condition permits. Post-operative 
radiation should not be omitted, either externally 
with roentgen rays or by implantation in the va- 
gina, especially in cases where general factors 
contra-indicate surgery. Differences in _ radio- 
sensitivity exist. The granulosa cell tumors, and 
carcinomas with a primitive morphology are most 
susceptible, while the medullary and alveolar car- 
cinomas are relatively resistant. (Stewart). 


The following case the teratoma 


group: 


Case 2. C. D. G., white female, aged 14 years, 
appeared at the Clinic on September 24, 1934, 
complaining of abdominal pains of more than a 
year in duration. These were of a crampy type, 
irregular in appearance, sometimes associated with 
vomiting. On February 25, 1932, the appendix 
had been removed, and prior to that she had had 
measles, diphtheria, varicella and mumps. There 
was no history of familial malignancy, no trauma, 
and menstruation had not begun. On examination 
the child was found to be markedly under- 
weight, weighing 59 pounds as compared to 81 
pounds, the normal for her age and height, (52% 
in.). There was evidence of anemia, and dental 
earies and hypertrophic diseased tonsils were pres- 
ent. There was a palpable tumor mass in the left 
lower quadrant of the abdomen, measuring about 
eight by three centimeters. It seemed to rise irom 
the pelvis, was slightly movable, reached the mid- 
line and its upper border was about two fingers’ 
breadth below the umbilicus. The urine showed 
nothing, but the blood exhibited anisocytosis, poi- 
kilocytosis, and eosinophilia, though the _ total 
white and red counts were normal. Hemoglobin 
was 65 per cent, and the P. S. P. 75 per cent in two 
hours. Radiographic examination of the chest 
was negative. A tentative diagnosis of ovarian 
sarcoma was made and Doctor J. T. Nix did a 
laparotomy on Sertember 29, 1934. The left ovary 
was found replaced by an irregularly cylindrical 
hard mass about 13 cm. in length by 7 cm. in 
width by 5 ecm. in thickness. It had a distinct 
pedicle, and this was divided, without disturbing 
any other organ. Convalescence was uneventful. 
On section, the tumor showed small areas of lique- 
faction, with mottled solid areas firm to gritty in 
consistency. The microscopic diagnosis was em- 
bryoma of the ovary. Immediate post-operative 


belongs to 
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radiation consisted in administration of 1600 
roentgens through an anterior and a posterior 
portal. At intervals of one to three months radia- 
tion has been repeated, the patient having re- 
ceived an additional 3375 roentgens to the pelvis 
up to the present time. It was feared that this 
radiation would suffice to destroy all ovarian 
function, but the child is going through an ap- 
parently normal puberty and now weighs 92 
pounds. There is no evidence of activity. 

Modern views hold that teratomas originate 
from the sex cell or ovum. The tridermal char- 
acter of these growths exacts a totipotent cell as 
a source. This can occur only in two ways,— 
from the isolated blastomere postulated by Mar- 
chand and Bonnet, and from the primitive unfer- 
tilized ovum. Which is correct remains to be 
proved. These solid embryonal tumors develop 
rapidly and are malignant from the first. They 
soon attain a large size, penetrate through their 
capsule, and spread over the pelvis with the de- 
velopment of ascites. Secondary growths develop 
in the liver, the lungs, and other structures. The 
solid malignant tumors are usually fatal, directly 
or from operation or recurrence, yet when the 
tumor is circumscribed, or pedunculated and early, 
it may be successfully removed. Neuhaser esti- 
mates the cured cases at 27 per cent. (Ewing). 
We are hopeful that the case reported will fall 
within this range. 


SUMMARY AND CONCLUSION 


ovarian 
morphologic and 


Primary malignancies exhibit wide 
clinical manifestations. Etio- 
logic and histogenic factors remain largely ob- 
scure, but developmental anomalies are essential 
conditions for the growth of a large portion of 
them. Since there is a long asymptomatic period, 
increase in early diagnosis must depend on routine 
periodic pelvic examinations. All ovarian cysts 
are potentially malignant and should be removed, 
especially in older women. Two cases are reported 
in which a combination of surgery and radiation 
has yielded good results thus far. 
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OSCAR ALLEN TUMOR CLINIC 
CHARITY HOSPITAL 


New Orleans 


The scientific meeting of February was called 
by Doctor James T. Nix, director. The essayist 
was Doctor Jack S. George, who presented the fol- 


lowing paper. 


TREATMENT OF CARCINOMA OF CERVIX BY 
USE OF RADIUM AND DEEP X-RAY THERAY 


Since our recognition of carcinoma of the ¢er- 


vix womankind has dreaded its occurrence. 


With the advent of radium we became enthu- 
siastic, however, and in a short time it became 
obvious that this was not the entire solution, and, 
in fact, our percentage of cures over five year 
periods was increased, but very slightly. The next 
refinement came with the use of deep roentgen 
ray therapy and radium. This method has in- 
creased the number of five year cures but still we 
cannot claim over 22 or 23 per cent cures in most 
clinics. Accordingly the following table was com- 
piled by Taylor on the curability by radium of the 
different histological types of cervical carcinoma 
taken from four American Clinics and five Ger- 


man Clinics: 


Grade I Grade II Grade III 
Prickle cell Transitional Spindle cell Adenocarcinoma 

Adult Ripe Plexiform Anaplastic 
cases cures cases cures cases cures cases cures 
American Literature 188 22% 294 24% 136 27% 57 23% 
3erman Literature 132 25% 201 23% 205 25% 114 22% 
320 23% 495 23% 341 26% 171 22% 


Total 1327 
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In the light of more.recent work it would seem 
that by treating the cases with larger doses and 
more thoroughly, the percentage of five year cures 
has been increased. 


We have in part adopted the plan cf Healy as 
to the treatment of these cases. 


Inasmuch as we believe the development of the 
perametrium to be of prime importance we have 
been attempting to irradiate the parametrium with 
ileep therapy prior to the application of radium. 
In this regard we have been using two plans, first 
dividing the pelvis into 4 quadrants, two anterior 
urd two posterior, namely right and left. The 
second plan is as above with the addition of two 
lateral portals. We have felt that by the applica- 
tion of deep roentgen ray therapy to these areas, 
the ray being directed at right angle to the body 
surface and increasing the skin target 
decrease the number of skin 
treatments, to be effective, should be given 
and to a total dosage of 8000 r units to 4 
portals or 12,000 r units to 6 portals. By increas- 
ing the skin target distance we hope to increase 
the penetration without the skin 
have had previously. 


distance, 
we can reactions. 
The 


daily 


reactions we 


It has been shown 
this manner, 


that the radiation given in 
not directed at the cervix, will, by 
back seatter, accumulate a rather large dosage at 
the region of the cervix. 


3y using our deep therapy first we have found 
that the sloughing necrotic areas are decreased 
in size and with the use of douches we feel we 
have cut down the amount of infection. In this 
manner we feel that the application of radium js 
simplified and that the dangers of carrying infec- 
tion within the uterine cavity are decreased. A 
word of warning should be given however; each 
patient receiving deep therapy is an individual 
case and cannot be given treatment by routine 
procedures, i.e. each patient during her course of 
deep roentgen ray therapy should be observed at 
bi-weekly intervals and her systemic reaction 
noted, as we have noticed patients developing con- 
siderable toxemia due to the absorption of toxic 
products resulting from the breaking down of 
cancerous tissue by the treatment. 


We also feel that by this method of treatment 
we have decreased the incidence and severity of 
rectal and bladder complications. 
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Immediately after the patient has received her 
course of deep roentgen ray therapy she should 


receive an application of radium. This is our 
first attempt at the primary cervical lesion. We 


also feel that radium should be applied but once 
and any lesion requiring re-application has un- 
doubtedly received inadequate primary application. 
Thus we feel that at least a dosage of 3600 mgm. 
hours of radium be given, and if possible more; 
care being taken to limit the application of radium 
to thirty hours or less. With this large dose of 
radium it is obvious that more than ordinary care 
must be taken in the application and especially in 
the packing off of bladder and rectum. 
of our far 


In many 
advanced cases we find considerable 
difficulty in applying a pack large enough t» re- 


move the bladder and rectum from the danger 
area. This is due to the infiltration of biadder 


and rectum, but all too often it is due to the 
previous treatment with radium and resulting va- 


ginal adhesions due to the packing. 


In many centers the dosage of radium is nearer 
5000 mgm. hours and even then they have cases 
that must have reapplication, though usually these 
are metastatic nodules within the vagina. 

In summarizing we believe the percentage of 
five year cures of carcinoma of the cervix can be 
increased by: 


1. Earlier diagnosis of cervical cancer. 


to 


Energetic and thorough treatment by means 
of deep x-ray therapy first to the parame- 
trium and followed by large doses of radium 
to the cervical lesion. 


3. The use of deep roentgen 
small repeated dosages 
large doses. 


ray 
rather 


therapy in 


than siagle 
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CALENDAR 

MARCH 2 Eye, Ear, Nose and Throat Hospital 
Staff, 8 P. M. 

MARCH 4 Clinico-Pathological Conference, 
Touro Infirmary, 11:15 A. M. to 12:15 P. M. 

MARCH 4 Board of Governors, 
Second District Dental Society, 8 P. M. 

MARCH 4 Mercy Hospital Staff, 8 P. M. 

MARCH 6 Pathological Conference, Hotel Dieu, 
11 A. M. to 12 Noon. 

MARCH 9 ORLEANS PARISH MEDICAL SO- 
CIETY meets jointly with the Southeastern Sur- 
gical Congress, Roosevelt Hotel, 8 P. M. 

MARCH 10 


First and 


Southeastern Surgical Congress. 


MARCH 11—Southeastern Surgical Congress. 
MARCH 11 New Orieans Gynecological and Ob- 


stetrical Society meets jointly 
Parish Medical Society, 8 P. M. 
MARCH 11 Touro Infirmary Stair, 8 P. M. 
MARCH 13 Pathological Conference, Hotel Dieu, 
11 A. M. to 12, Noon. 


with the Orleans 


MARCH 13 French Hospital Staff, 8 P. M. 

MARCH 16 Hotel Dieu Staff, 8 P. M. 

MARCH 17 Charity Hospital Medical Staff, 8 
P. M. 

MARCH 18 Clinico-Pathological Conference, 


Touro Infirmary, 11:15 A. M. to 12:15 P. M. 

MARCH 18 Charity Hospital Surgical Staff, 8 
P. M. 

MARCH 18 First 
Society, 8 P. M. 

MARCH 19 Eye, 
8 P. M. 

MARCH 20 Pathological Conference, Hotel Dieu, 
11 A. M. to 12 Noon. 

MARCH 20 I. C. R. R. Hospital Staff, 12 Noon. 

MARCH 23—ORLEANS PARISH MEDICAL SO- 
CIETY meets jointly with the American Congress 
on Physical Therapy, 8 P. M. 

MARCH 24 Baptist Hospital Staff, 8 P. M. 

MARCH 25 Clinico-Pathological Conference, 
Touro-Infirmary, 11:15 A. M. to 12:15 P. M. 

MARCH 27 Pathological Conference, Hotel Dieu, 
11 A. M. to 12 Noon. 


and Second District Dental 


Ear, Nose and Throat Club, 


During the month of February, besides the regu- 
lar meeting of the Board of Directors, the So- 
ciety held one regular Scientific Meeting on Feb- 
ruary 10. The following program was presented: 
Presentation of an Interesting Case of Hyatid Cyst 
of the Uterus. Only case on record. 

By: ; Dr. Hilliard E. Miller 
An Analysis of the Touro Infirmary’s Obstetrical 
Service for the Year 1935 Based on a New Record 
System. 

By: ...Drs. Walter E. Levy and Harry Meyer 


The Value of the X-Ray in the Interpretation of 
Gastro-Intestinal Disease. 
By_.......... Drs. A. L. Levin and Morris Shushan 


The meeting scheduled for February 24 was dis- 
pensed with because of confliction with Carnival 
activities. 


The Secretary’s office has been very busy dur- 
ing the past month sending out communications to 
all civic organizations, luncheon clubs and every 
firm operating a motor vehicle asking cooperation 
in the Safety Campaign sponsored by the Society. 
To date we have received pledges of cooperation 
from all clubs and many business organizations. 
The members are urged to give their fullest sup- 
port to this campaign. 


The first issue of the Bulletin of the Orleans 
Parish Medical Society was issued to the member- 
ship during February. We feel that this Bulletin 
will bring the membership closer together. The 


members are urged to send in news items for 
publication. 

The following members were elected to Active 
Membership: Drs. Benj. J. Carlton, Jr., A. J. 


Hockett and Louis Ochs, Jr. These men were in- 
troduced to the Society at the regular meeting 
held February 10. 


TREASURER’S REPORT 
ACTUAL BOOK BALANCE 12/31/35 $ 743.69 
January Credits: $1,580.74 





$2,324.43 
January Expenditures: $ 999.20 
$1,325.23 


ACTUAL BOOK BALANCE 1/30/36 


LIBRARIAN’S REPORT 

During January, 826 books and journals were 
circulated to doctors or more than 1% to each 
member of the Society. In addition figures do not 
include the great use of books and journals with- 
in the Reading Rooms. 

One hundred and forty-six volumes have been 
added to the Library. Of these 92 were received 
by binding, 27 from the New Orleans Medical and 
Surgical Journal, 26 by gift and one by purchase. 
New titles of recent date are listed below. 

On request of physicians, members of the staff 
have collected material on the following subjects 
during January: 

Use of oxygen subcutaneously and intravenous- 
ly. 
Use of histamine in muscular weakness. 
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Hospital libraries. 

Diphtheric meningitis, 

Ileocecal tuberculosis. 

Etiology of agranulocytosis with reference to 
benzol. 

Stability and potentiality of ascobic acid. 
Amputation of penis for elephantiasis. 
Carcinoma of lungs. 

Sex hygiene in children. 

Glomus. 

Ophiasis. 

Personal bibliography of Dr. Mary Lapham. 


NEW BOOKS—JANUARY 


American Surgical Association—Transactions. 
1935. 

Association of Life Insurance Presidents—Pro- 
ceedings. 1935. 

American Pediatric Association—Transactions. 
1925. 

Rockefeller Foundation—Annual Report. 1934. 


U. S.—Surgeon-General’s Office—Annual Report. 
1935. 

Petersen, W. F.—Patient and the Weather. v. 1 
pt. 1. 1935. 

Practitioner’s Library of Medicine and Surgery. 
v. 9. 1936. 

Association pour la documentation photographi- 
que et cinematographique dans_ les 
Compt. rend. 1934. 


sciences. 


Wechsler, I. S—Textbook of Clinical Neurology. 


1935. 

Mustard, H. S.—Introduction to Public Health. 
1935. 

Thoms, Herbert—Classical Contributions to Ob- 


stetrics and Gynecology. 1935. 
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McGregor, A. L.—Synopsis to Surgical Anatomy. 
1934, 


Weiss, Samuel—Diseases of the Liver. 1935. 
Shepard, Katherine—Textbook of Attendant 
Nursing. 1935. 

Pemberton, Ralph—Arthritis and Rheumatoid 
Conditions. 1935. 

Bridges, M. A.—Food and Beverage Analysis. 
1935. 


Imperatori, C. J.—Diseases of Nose and Throat. 
1935. 

Berglund, Hilding, ed.—Kidney in 
Disease. 1935. 

Rice, T. B.—Textbook of Bacteriology. 1935. 

Warbasse, J. P—Doctor and the Public. 1935. 

Stone, A. and Stone, Hannah—Marriage Manual. 
1935. 

Perla, David—Spleen and Resistance. 1935. 

Weyl, Gharles—Apparatus and Technique for 
Roentgenography of the Chest. 1936. 

Morton, D. J—Human Foot. 1935. 

Bubis, J. L.—Puerperal Gynecology. 1935. 

American Pharmaceutical Association—National 
Formulary. 1935. 

Rogers, G. H.—New Pathways for Children with 


Health and 


Cerebral Palsy. 1935. 

Havens, L. C.—Bacteriology of Typhoid, Sal- 
monella, ete. 1935. 

Eusterman, G. B—Stomach and Duodenum. 
1935. 

Morris, R. T.—50 years a Surgeon. 1935. 

Gladstone, S. A.—Cardiac Output and Arterial 
Hypertension. 1935. 


Metropolitan Life Insurance Company—Mortality 
from External Causes. 1935. 
McKinley, E. B.—A Geography of Disease. 1935. 
xilbert C. Anderson, M. D. 
Secretary 
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A LETTER FROM THE PRESIDENT 
To Members of Louisiana State Medical Society: 


May I call your attention to Article Two of the 
Charter of our State Society. This states clearly 
the object and purposes of the State Society, but 
none of these can be accomplished without much 
work and a continued concerted effort, not only 
by your officers but by each member individually 
and collectively. 


At this particular time when so many attacks 
are being made on organized medicine and the 
various would-be charitable foundations and new 
‘isms are being brought into prominence, we need 
to be reborn and to have a real organized medi- 
cine. We need to think and to clear our eyes in 
order to see more clearly just what confronts us. 
Above all, we need to and must swell our ranks 


if we are to continue occupying the position we 
would like to occupy as organized medicine. The 
need the past year for numerical strength was 
clearly demonstrated. May I not call upon each of 
you to lend your aid and support in getting any 
eligible doctor whom you may know to join with 
us. There are many who have simply failed to re- 
new their membership, while there are others who 
have never been members of the State Society. 
Explain to them that a large measure of protection 
and support they now enjoy is due to the efforts 
of organized medicine. Ask him to join with us 
and then criticize us. Tell him that we will wel- 
come new ideas and appreciate his support in 
order to serve him better. Impress upon him that 
he needs us and we need him. Yes—the time is 


here for us to think and to swell our ranks. 
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Our Secretary-Treasurer, Dr. P. T. Talbot is, and 
has been, very active as usual to increase our mem- 
bership. He fully appreciates the importance of 
this, not only from the standpoint of a successfui 
State Society, but also from the standpoint of 
General Manager of the New Orleans Medical and 
Surgical Journal. Can we not help him? 

Fraternally and Cordially, 
Courtland P. Gray, M. D., President. 
Monroe, Feb. 13, 1936. 





INVITATION TO THE LOUISIANA STATE 
MEDICAL SOCIETY MEETING IN 
LAKE CHARLES 
The annual meeting of the Louisiana State 
Medical Society will be held in Lake Charles, La. 
on April 27-29. The Calcasieu Parish Medical 
Society and the Sisters and Staff of the St. Pat- 
rick’s Sanitarium at Lake Charles will be the hosts 
on this occasion. They take this means of in- 
viting all the members of the State Medical So- 
ciety to be their guests for these spring days. 
They promise, besides the routine business and the 
many interesting features of the convention, all 
the entertainment that the city can supply. Boat 
rides on beautiful Lake Charles are being planned. 
On Wednesday night there will be an old fashioned 
barbecue at the Country Club. They promise all 
the keg beer the entire membership and guests 
can consume. Following the barbecue will be a 

dance at the club. 


There will be golf for those who want golf, 
with a tournament for those who wish to partici- 
pate. And sight seeing to the oil fields, the 
Mathieson Alkali Works, the rice mills and va- 
rious other local points of interest is all being 
planned now for the entertainment of the guests. 

The city of Lake Charles hopes to make this the 
largest and best meeting ever held. They have 
guaranteed everything in the city to be at the 
disposal of the members of the Society, from the 
keys of the city to the beds in their homes. 


Headquarters for the La. State Medical Society 
will be at the Charleston Hotel and for the 
Auxiliaries at the Majestic Hotel. Reservations 
may be made right now for these three important 
days. The program for the convention is now 
in the making and a full program will be printed 
in the April issue. The House of Delegates will 
meet on Monday. The Surgical Section will have 
a round table discussion at the noon hour. There 
will be a Public Health meeting on Monday night, 
with the Past President’s Dinner just preceding 
this. Names of speakers are not yet ready to be 
announced, but will be carried in the next issue. 

Dr. J. G. Martin of Lake Charles, who is in 
charge of scientific exhibits, invites all who may 
have exhibits of interest to communicate with him 
in Lake Charles. He wishes to use as many ex- 
hibits of interest as possible. All groups, indi- 


viduals, and organizations are included in this 
invitation. 

For information regarding the meeting, anyone 
may write Dr. R. P. Howell of Lake Charles, who 
is in charge of arrangements and general chair- 
man in Lake Charles. 

Lake Charles is one of the most beautiful and 
interesting cities in the South. The city is pre- 
paring to entertain from 500 to 700 guests, and 
many people are planning to go to the conven- 
tion to visit in Southwest Louisiana and see what 
it really has to offer. The Association of Com- 
merce and the city officials join with the Cal- 
casieu Medical Society and the Sisters and Staff 
of St. Patrick’s Sanitarium in inviting the Louis- 
iana State Medical Society to Lake Charles. 

Remember April 27, 28, and 29! Mark your 
calendars accordingly! See you in Lake Charles!! 


SHREVEPORT MEDICAL SOCIETY 

The regular meeting of the Shreveport Medical 
Society was called to order February 4 by the 
President with 29 members and 3 guests present. 
The minutes of the previous regular and commit- 
tee meetings were read and adopted. 

Treasurer’s Report: The Treasurer reported 84 
members with 1936 dues paid and a balance on 
hand of $1137.44. 

Committee Reports: The Committee on the ap- 
plication of Dr. R. E. Corkern for membership re- 
ported favorably. 

Scientific Program: Dr. P. R. Gilmer presented: 
A Short Review of the Present Methods Used in 
the Treatment of Pulmonary Tuberculosis. He 
pointed out that the basic treatments of rest, sun- 
shine, and diet, had not been replaced but merely 
supplemented by the newer methods of therapy, 
the simplest of these methods being pneumothorax, 
which is very favorable providing adhesions do 
not prohibit collapsing the lung. The interrup- 
tion of the phrenic nerve, with resulting diaphrag- 
matic paralysis, is of value in relaxing certain 
adhesions and putting the lung at rest. Pneumoly- 
sis, at times, is of value in severing adhesions 
which prevent successful pneumothorax. If these 
procedures fail, one has recourse to several pro- 
cedures, the principal one being thoracoplasty. Dr. 
Gilmer illustrated his presentation with lantern 
slides of chest films, illustrating the indications 
for and results of the several types of therapy dis- 
cussed. Dr. Heard, in presenting the technical 
phases of the surgery involved, pointed out that 
surgery does two things; first, putting the lung at 
rest, and second, closing cavities. Phrenic nerve 
interruption is primarily of value in resting the 
lung, thoracoplasty mainly of value in closing 
cavities. While other procedures are used, these 
two are the most frequently utilized surgical pro- 
cedures. In the discussion, Dr. Gowen, after pre- 
senting charts of lung structures illustrating the 
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modes of tuberculous infection, presented films il- 
lustrating the use of pneumothorax, phrenic nerve 
interruption and thoracoplasty. 

Dr. Rigby presented a case report of ruptured 
diaphragm with repair. A white woman, aged 22 
years, had presented herself with a history of sub- 
sternal pain, dyspepsia and other vague symptoms. 
The history revealed a, severe trauma several years 
previously. The exact diagnosis had _ been dis- 
covered at an exploratory laparotomy for “acute 
abdomen”, the result of incarceration of the hernia. 
Following a brief review of the anatomy, etiology, 
complications, and types of treatment, Dr. Rigby 
outlined the operative therapy in this case, which 


had resulted in apparent cure. In the discussion, 


Dr. J. A. Hendrick pointed out the difficulty in 
diagnosis, both clinically and by the roentgen 
ray. Dr. Heard expressed himself in favor of 


temporary paralysis of the phrenic nerve to permit 


closure of the defect. Dr. Boyce reported a 
traumatic case which he had _ repaired several 
years previously, and Dr. Webb mentioned two 


cases of congenital hernia which he had seen. 

Unfinished Business: By unanimous vote, the 
usual procedure was suspended, and Dr. Corkern 
was elected to membership by open ballot. The 
President administered the oath. 

New Business: Dr. Gorton introduced a resolu- 
tion to the effect that the Society endorse and 
cooperate in the conducting of a diphtheria im- 
munization campaign similar to the one conducted 
in 1935. This resolution was unanimously adopted. 
Dr. Sandidge asked expression from the Society 
on the proposal of the Caddo Parish Health Unit 
and the School Physician carrying out the Schick 
test in certain schools to determine the degree of 
immunity to diphtheria. Dr. Rigby introduced a 
resolution that the Public Health and Legislative 
Committee have full authority to cooperate with 
Dr. Sandidge in carrying out whatever Schick 
testing he deemed advisable. This motion was 
duly seconded and carried. 

Paul D. Abramson, M. D., Secretary. 





BI-PARISH MEDICAL SOCIETY 

Bi-Parish Medical Society met in the East Loui- 
siana State Hospital dining room. After an ex- 
cellent dinner, the Society met in the Staff room 
for a scientific program. 

Drs. A. S. Hamilton and Chaille Jamison read 
instructive papers on—‘Common Foot Diseases” 
and “Acute Vascular Failure in Common Medical 
Diseases.” Both papers were discussed favorabiy 
by physicians present. A vote of thanks was ex- 
tended to Drs. Hamilton and Jamison for the pre- 
sentation of their papers. All visiting physicians 
were elected honorary members of our Society. 

The following members were present: 

Drs. L. F. Loria, Cecil Loria, L. J. Williams, C. 
C. Toler, T. H. Pargen, Rhett McMahon, G. L. 


Odom, W. J. Roberts, E. M. Robards, N. F. Staf- 
ford, S. L. Farring, S. L. Shaw, Chaille Jamison, 
J. J. Ayo, A. S. Hamilton, C. S. Miller, A. S. Tombs, 
Jr., and E. M. Toler. 

The guests included: 

Miss Edna E. Maxwell, Miss Dorothy Robinson, 
Miss Imogene Dyer, Miss Gracie Meadows, Miss 
Hermine Tate, Mrs. S. L. Shaw, Mrs. W. J. Roberts, 


Mrs. Sidney Bowden, Mrs. T. H. Pargen, Mrs. J. 
J. Ayo. 
Society adjourned to meet in East Louisiana 


State Hospital the first Wednesday in 
7:30 P. M. 


April, at 


J. J. Ayo, 
E. M. 
FOURTH DISTRICT MEDICAL SOCIETY 
The Fourth District Medical Society will meet 
on Tuesday, March 3, at the Charity Hospital, 
Shreveport. The scientific program, which will 
be preceeded by a dinner at the hospital from 7 
to 8 p. m. is as follows: 
Remarks—by Dr. C. P. Gray, Sr., 
Louisiana State Medical Society. 


President. 


Toler, Secretary. 


President 


Technic and Indications for Skin Grafting 
Dr. V. P. Blair, St. Louis, Mo. 
To Open Discussion—Dr. Richard Brown, 


Shreveport, Louisiana. 
Recent Trend in the Treatment of Malaria— 
Dr. J. P. Sanders, Caspiana, Louisiana. 
To Open Discussion—Dr. M. D. 
Shreveport, Louisiana. 


Hargrove, 


OF THE ORLEANS PARISH 
MEDICAL SOCIETY 

The Orleans Parish Medical Society, under date 
of February 10, issued, their first bulletin. This 
is a neat, well gotten up pamphlet of eight pages 
which contains the calendar for the month, a few 
editorials and editorial comments, the program of 
the scientific meetings and news notes about 
physicians. It also contains a report of com- 
municable diseases of the city of New Orleans. 
The bulletin is under the editorial management 
of Dr. Robert A. Strong and with him as assist- 
ants are Dr. Elizabeth Bass and Dr. Val H. 
Fuchs. The Parish Society is to be commended, 
not only on the appearance of the bulletin but on 
the material contained therein. 





BULLETIN 





WILL ROGERS MEMORIAL FOUNDATION 


The Will Rogers Memorial Foundation is to 
exist in perpetuity and to be administered by a 
Board of Trustees. It will own no real estate and 
have no interest financially in property. The in- 
come of the fund will be devoted solely to iaain- 
taining children in existing Preventoria. Such 
Preventoria exist in 18 States; Florida with 2, 
Georgia with 1 and Tennessee with 1, are the only 
Southern States that have Preventoria where chil- 
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dren considered to be pre-tuberculous or to have 
juvenile tuberculosis may be institutionalized for 
a period of time. 

It is unfortunate that the Preventorium formerly 
in Louisiana had to close on account of lack of 
funds. Were it still open it would be possible 
that arrangements could be made with the Will 
Rogers Memorial Foundation for assistance ir 
maintainance. 





NEWS ITEMS 

The following former Tulane students of recent 
graduation are Fellows at the Mayo Clinic, Ro- 
chester, Minnesota. From the class of 1930— 
Charles Ward, John G. Menville and Warren He- 
bert; from the class of 1932—Grace Goldsmith, 
A. J. Herzog and T. J. Fatherree; from the class 
of 1933—S. J. Campbell and from the class of 
1934—S. B. Lovelady. 





Surgeon O. E. Denny is relieved from duty at 
Ellis Island, N. Y., and directed to proceed to New 
Orleans, La. and report to the medical officer in 
charge at the U. S. Quarantine Station for duty. 

Passed Assistant Surgeon G. A. Abbott, upon 
the arrival of Surgeon W. L. Smith, is relieved 
from duty at the U. S. Marine Hospital, New Or- 
leans, La., and directed to report to the Medical 
Officer in Charge of the U. S. Marine Hospital at 
Stapleton, N. Y., for assignment to duty. 

TENNESSEE STATE MEDICAL MEETING 


The one 


hundred third annual meeting of the 
Tennessee State Medical Association will be held 
in Memphis, April 14, 15, 16, 1936. Members of 
the Louisiana Medical Society are invited to at- 
tend all of the sessions. No registration fee is 
charged for guests or members. All visiting doc- 
are given the privilege of the floor in the 
discussion of all papers. 


tors 


A strong program is being arranged and will 
be issued early in April. Copy of the program 
will be sent to those who request it from Dr. H. 
H. Shoulders, Secretary, Tennessee State Medical 
Association, 508 Doctors Building, Nashville, 
Tennessee. 





DR. RAYMOND TO HEAD SEARLE RESEARCH 


Announcement has just been made by G. D. 
Searle & Co., Chicago, of the appointment of Dr. 
Albert L. Raymond as Director of their Research 
Laboratories. 


To take this Searle appointment, Dr. Raymond 
resigns from the Rockefeller Institute of Medical 
Research, with which he has been connected for 
nine years, the last seven of which he 
was an associate of Dr. Levene. 

For two years he was National Research fellow, 
working on problems connected with the bio- 
logical mechanism of carbohydrate degradation. 


the past 
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Dr. Raymond is a Californian and gained his 
Ph. D. at the California Institute of Technology, 
Pasadena, in 1925. Afterwards he spent three 
years part-time teaching at California Institute 
of Technology and at the University of California. 

He is a member of the American Chemical So- 
ciety and the American Society of Biological 
Chemists. 


AMERICAN CONGRESS OF PHYSICAL 
THERAPY 

The Spring Session ot the Southern Section of 
the American Congress vf Physical Therapy will 
be held on March 23 and 24, 1936, in the auditorium 
of the Medical School of Tulane University of 
Louisiana. The American Congress of Physical 
Therapy is endeavoring to stimulate an increased 
interest in physical therapy throughout the South, 
and in furtherance of this plan this scientific and 
clinical session is being held. An unusually at- 
tractive program has been arranged, the morning 
sessions starting promptly at 9:00 and the after- 
noon sessions at 2:00. The evening meeting will 
be conducted jointly with the Orleans Parish 
Medical Society. Members of the medical profes- 
sion, hospital workers, technicians properly vouched 
for and medical students, are cordially invited to 
attend all the sessions without registration fee. 
Clinics will be held on Tuesday, March 24, and 
the specific subjects and time will be given in the 
official program. The co-operation of the profes- 
sion generally throughout the Southern States and 
of the Orleans Medical Society in particular, is 
urgently solicited for the success of this Spring 

Session. The program is as follows: 

Physical Therapy in Lower Back Injuries 
Frank H. Walke, M. D., 
Schumpert Memorial Hospital; 
Sanitarium, Shreveport, La. 
Antirachitic Properties of Irradiated Evaporated 
Milk 

Robert A. Strong, M. D., 

Professor of Pediatrics, Tulane University School 
of Medicine, New Orleans. 
Radiathermy in Eye, Nose and Throat Conditions 
Henry L. Hilgartner, Jr., M. D., 

Texas School for Blind, Austin, Texas. 
Newer Aspects of Ionization Therapy in Perennial 
Nasal Allergic Disorders 
A. R. Hollender, M. D., 

Associate in Laryngology, Rhinology and Otology, 
University of Illinois College of Medicine, Chicago. 
Present Status and Technique of Fever Therapy 
Upton W. Giles, M. D., 

Professor of Physical Therapy, Louisiana State 
University, New Orleans. 

The Physiology of Hyperpyrexia 
Roy H. Turner, M. D., 

Assistant Professor of Experimental Medicine, 
Tulane University of Louisiana, New Orleans. 


Staff, Highland 
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Fever Therapy in Gonorrheal Arthritis and 
Epididymitis 
J. A. Trautman, M. D., 

Passed Assistant-Surgeon, United States Public 
Health Service, United States Marine Hospital, 
New Orleans. 

Hyperpyrexia in Bronchial Asthma 
Kenneth Phillips, M. D., 

Miami, Florida. 

Physical Measures in Traumatic Neurosis, Hysteria 
and Functional Nerve Conditions 
Nathan H. Polmer, M. D., 

Assistant Professor of Clinical Medicine, Graduate 
School of Medicine, Tulane University of 
Louisiana, New Orleans. 

Physical Therapy in Relation to Arthritis 
John S. Coulter, M. D., 

Associate Professor of Physical Therapy, North- 
western Uniersity Medical School; Member, 
Council on Physical Therapy, American 
Medical Association, Chicago. 

Effect of Carbon Arc Radiation on Blood Pressure 
and Cardiac Output 
Henry Laurens, Ph. D., 

Professor of Physiology, Tulane University School 
of Medicine, New Orleans. 

The Generation of High Frequency Currents, Dis- 
cussion of Concepts, Units and Radio Circuits 
as Applied to Short Wave Diathermy 
Howard A. Carter, B. S., in M. E., 
Secretary, Council on Physical Therapy, American 

Medical Association, Chicago. 
TUESDAY, MARCH 24 
CLINICS 
Department Physical 
Touro Infirmary. 
Nathan H. Polmer, M. D., 
Assistant Professor of Clinical Medicine, Graduate 
School of Medicine, Tulane University of 
Louisiana, New Orleans 
Department of Physical Therapy, 
Louisiana State University with 
the cooperation of Gynecological 
and Dermatological Staffs. 
Upton W. Giles, M. D., 
Physical Therapy, Louisiana 
University, New Orleans. 


9 to 12 A. M. Therapy, 


t te 4 P. Oo. 


Professor of State 








SIXTH INTERNATIONAL CONGRESS ON 
PHYSICAL MEDICINE 
The Sixth International Congress on Physical 
Medicine will be held at London May 12-16, 1936. 
It will consist of sections on kinesitherapy, physi- 


cal education, hydrotherapy and climatotherapy, 
electrotherapy, actinotherapy, radiotherapy and 


radium therapy. American participants will sail 
from New York on May 2 on the MV 
and return on May 31 


Britannic 
on the SS Transylvania. 
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Dr. Richard Kovacs, 1100 Park Ave., New York, 
is Executive of the American Committee. 


VENEREAL DISEASE INFORMATION 

This is a monthly publication prepared by the 
U. S. Public Health Service for distribution among 
the medical profession throughout the United 
States. It measures approximately 6 by 9 inches 
and ranges in size from 25 to 75 pages. 

It is the purpose of the Public Health Service 
in issuing this publication to provide in condensed 
form a monthly summary of the scientific develop- 
ments in the diagnosis, treatment, and control of 
syphilis and gonorrhea. More than three hundred 
American and foreign journals are reviewed for 
this work. Abstracts are made of articles describ- 
ing laboratory, pathologic, and clinical work in 
the field of venereal diseases. 

The most important literature on every phase 
of the subject is presented in the form of brief 
abstracts that are easily read. An index for the 
year is published with the December issue. 

During the past year thousands of physicians 
found this publication useful in enabling them to 
keep abreast with developments in venereal dis- 
ease work. 

The cost of this publication is only fifty cents 
per annum, payable in advance to the Superinten- 
dent of Documents, Government Printing Office, 
Washington, D. C. It is desired to remind the 
reader that this nominal charge represents only a 
very small portion of the total expense of pre: 
paration, the journal being a contribution of the 
Public Health Service in its program with State 
and local health departments directed against the 
venereal diseases. If you wish to secure the val- 
uable service which this monthly magazine pro- 
vides, send fifty cents to the Superintendent of 


Documents, Government Printing Office, Washing: 
ton, D. C. 


HEALTH OF NEW ORLEANS 
The Department of Commerce, Bureau of Census 
reports that for the week ending January 11, there 
were 183 deaths in the city of New Orleans making 
a death rate of 19.9. The deaths were distribut- 


ed, 119 in the white population and 64 in the 
colored; the rate for the former was 18.2 and for 
the latter 24.0. Infant mortality for this week 
was 87. 


The succeeding week, ending January 18 
showed quite a considerable decline in the number 
of deaths there being 154 listed, of which 95 were 
in the white group and 59 in the colored. The 
rate for the city as a whole was 16.7, for the 
white race 14.5 and for the negro 22.1 The infant 
mortality rate for this week was only 29, divided 
almost equally between the two races. The week 
ending January 25, there were 30 more deaths re- 
ported than for the previous week, 184 being listed 
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with 102 occurring in the white population and 
82 in the negro. The death rate for the three 
groups, respectively were 20.0, 15.6 and 30.7 Ths 
infant mortality rate was 81. For the following 
week, ending February 8, the total deaths in the 
city of New Orleans was 156, divided 95 white 
and 61 colored. The death rate for the group as 
a whole was 16.9; for the white division 14.5, for 
the negro 22.9. The infant mortality rate this 
week was 122, with a nearly equal division between 
the two races. 


INFECTIOUS DISEASES IN LOUISIANA 
Dr. J. A. O’Hara, 
of Louisiana, 


Epidemiologist for the State 
has furnished us with the weekly 
morbidity reports for the State of Louisiana, which 
contain the following summarized information: 
For the third week of the year, ending January 
18, the following diseases occurring in number 
greater than 10 were listed: Pneumonia 51, pul- 
monary tuberculosis 32, diphtheria 31, scarlet fever 
30, chickenpox 29, syphilis 27, influenza 26, mala- 
Of the un- 
usual diseases 2 cases of smallpox were reported, 
2 of meningitis and 1 of tularemia. For the fol- 
lowing week, ending January 25, measles led all 
reportable diseases with 56 cases being recorded. 
This was followed by 38 cases of pneumonia, 33 of 
pulmonary tuberculosis, 31 of scarlet fever, 20 of 
whooping cough, 19 each of diphtheria and chicken- 
pox, 15 of cancer and 13 of syphilis. The same 
week there was reported a case of poliomyelitis 
from Concordia Parish and 2 cases of septic sore 
throat from St. John Parish. Evidently the report 
of cases of syphilis and gonorrhea had been with- 
held by the people who send them in because the 
week ending February 1, 232 cases of syphilis were 
included in the report and 91 cases of gonorrhea. 
These two diseases were followed by 37 cases of 
measles, 30 of pneumonia, 24 of pulmonary tuber- 
culosis, 23 of cancer, 20 of diphtheria, 17 of scarlet 
fever, 16 of malaria, 13 of whooping cough and 
10 of influenza. A case of tularemia was report- 
ei from Morehouse Parish and a case of smallpox 
from Iberville and one from Natchitoches. Again 
an enormous number of cases of syphilis were 
listed for the week ending February 8, there being 
385 cases reported but only 17 cases of gonorrhea 
were listed. A mild epidemic of measles seemed 
to be present because 96 cases were tabulated. 
Evidently the has taken its pneu- 
monia toll as sent to the Bureau 
of Epidemiology for this week. There were also 
listed 31 cases of influenza, 30 of chickenpox, 20 
of malaria, 18 of pulmonary tuberculosis, 15 of 
scarlet fever, 13 of diphtheria, and 10 of cancer. 
One case of undulant fever was reported from 
Ouachita Parish and 1 case of septic sore throat 
from Orleans Parish. For the week ending Feb- 
ruary 15 pneumonia led all reportable diseases, 


ria 18, measles 15 and gonorrhea 13. 


cold weather 
56 cases were 
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there being 61 cases on the report. Other dis- 
eases occurring in double figures were influenza 
48, measles and whooping cough 40 each, pulmo- 
nary tuberculosis 30, syphilis 29, chickenpox 26, 
diphtheria and scarlet fever 25 each, gonorrhea 21 
and cancer 15. In the same week a case of polio- 
myelitis was reported from Jefferson Davis an‘ 
1 case from Orleans. Three cases of meningitis 
were also listed, 1 each from Assumption, Orleans 
and St. Bernard parishes. 


RS NERA es 
A MEMORIAL ADDRESS FOR OUR LATE 
COLLEAGUE, DR. W. S. RUTLEDGE 

Our Medical Society and the entire profession 
of the State is called to mourn the loss of a gener- 
ous and understanding friend and loyal co-worker. 

Having served the Parish, and later the Bi- 
Parish Medical Society, Dr. William Stowe Rut- 
ledge, was faithful in every office to which ie 
was elected. But his real worth was reflected ‘a 
the capacity of Secretary and Treasurer, the of- 
fice which he filled for so many years, the office 
which made him the “spark plug” of our activities. 

Medical organization, and what it stood for 
meant much to him; not only did he thrill from 
his contact with his fellow practitioners, for his 
friends among them were legion, knowing practi- 
cally every physician in the State, all of whom 
knew his worth as an upstanding exponent of 
organized medicine. He served with distinction as 
a president of the Fifth District Medical Society, 
and it was seldom that he missed a single meeting. 


As a practitioner he had the love and respect 
of a large clientele; the night was never too dark, 
nor did seming insurmountable obstacles keep 
him from serving them. Whatever he did, he did 
with his whole might. It can be said of Dr. Bill, 
that wherever he went he made friends; his genial 
personality, and that charm which he alone had, 
made him “A hale fellow well met.” I am sure 
that there is no person in the acquaintance of the 
writer, who could claim as many friends as he 
did, whether they were rich or poor, or whether 
it was the lowly negro, or one in affluence who 
came to him, to each he beamed his warm per- 
sonality and benediction. 

To those who knew him best, who knew his 
comings and goings, who knew the faithfulness 
of his friendship, there will always be a sense of 
sorrow at his passing. 

S. L. White, M. D. 


RESOLUTION ADOPTED BY JACKSON-LINCOLN 
BI-PARISH MEDICAL SOCIETY AT MEETING 
HELD JANUARY 21, 1936 
Whereas, since our last meeting we have been 
reminded of the uncertainty of life and the cer- 
tainty of death in the passing from this earth on 
December 30, 1935 one of our most cherished and 
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beloved 


members, Dr. William S. Rutledge; and 


Whereas, Dr. Rutledge lived, moved and prac- 
ticed ethical medicine in our midst for many 
years and endeared himself not only to his 


clientele but to the members of this society; and 


Whereas, his interest in organized medicine 
never waned, having been secretary and president 
of this society and president of the fifth district 
society, an active worker for the State society 
and a fellow of the American Medical Association; 
and 


Whereas, we his confreres honor his memory 
and shall miss his cheerful and congenial asso- 


ciation; and 


Whereas, we bow in most humble submission to 
the will of the “Great Physician’ whose Divine 
plan it is that we shall all pass on to the great 
reward prepared for us. 


Therefore, be it resolved that the Jackson-Lin- 
coln Bi-Parish medical society express to his wife 
and family our deepest sympathy and assure them 
that we feel the loss of this man for 
most keenly. 


ourselves 


Be it resolved that a copy of these resolutions 
be spread upon our minutes and a copy be sent to 
the New Orleans Medical and Surgical Journal. 

Signed, 
Marvin T. Green 
S. L. White. 
ERI 
WOMAN’S AUXILIARY 


Louisiana State Medical Society 


President—Mrs. Hermann B. Gessner, New Or- 
leans 
President-Elect—Mrs. James Byron Vaughn, 
Monroe 
lst. Vice-President—Mrs. Samuel B. Kreeger, 


Lake Charles 
2nd. Vice-President—Mrs, L. E. Shirley, Jennings 
3rd. Vice-President—Mrs. D. T. Milan, Monroe 
4th. Vice-President—Mrs. Harry R. Marlatt, Ho- 
mer. 
Treasurer—Mrs. Jos. E. Heard, Shreveport 
Recording Secretary—Mrs. 
New Orleans 


James W. Warren, 


Corresponding Secretary—Mrs. Leonhard E. Dev- 
ron, New Orleans 


Parliamentarian—Mrs. C. E. Rew, Shreveport 


JEFFERSON DAVIS PARISH 


The Woman’s Auxiliary to the Jefferson Davis 
Parish Medical Society held their February meet- 
ing in Jennings at the home of Mrs. F. W. Harrell. 
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Miss Una Robertson of the newly organized Health 
Unit of this parish was present and gave a most 
interesting talk on the work of the unit. Mem- 
bers were present from Welsh and Jennings. 
Mrs. Claude A. Martin, Chairman, 
Press and Publicity 


ORLEANS PARISH 
The Woman's Auxiliary to the Orleans Parish 
Medical Society enjoyed one of their largest meet- 
ings in February. The project for the month was 
the “Importance of Periodic Health Examinations,” 
and Dr. Hiram W. Kostmayer addressed the group 
very educationally and “Carcino- 
ma of the Uterus,” largely from the viewpoint of 
symptoms and treatment. 


interestingly on 


Definite plans have been made for the celebra- 
tion of “Doctor’s Day” on March 30, which will 
be in the form of a Leap Year evening party to 
be given at a downtown hotel with dancing, a floor- 
show, cards and games for those so inclined, and 
refreshments. Mrs. George D. Feldner, State 
Chairman of Press and Publicity, gave a very in- 
teresting review of the activities of the State aux- 
iliaries and also the work being sponsored by the 
North Central and Eastern States, which data was 
compiled from the News-Letters sent out by the 
A.M.A. 

Mrs. Ralph J. Christman, Chairman 
Press and Publicity 


CLAIBORNE PARISH 
The Woman's Auxiliary to the Claiborne Parish 
Medical Society met on Tuesday, February 11 in 
the home of Mrs. J. E. Batchelor, Haynesville. 
This being the last meeting of the fiscal year, 
the following officers were elected to serve for 
the year 1936: 
President—Mrs. H. R. Marlatt 
Vice-President—Mrs. S. A. Tatum 
Secretary-Treasurer—Mrs. E. B. Middleton 
Delegate—Mrs. H. R. Marlatt 
Alternate—Mrs, E. B. Middleton 
The Auxiliary is planning a dinner and a pro- 
gram in honor of the doctors of Claiborne Parish 
on March 30, this being the day set aside nation- 
ally to honor the doctors, both living and ‘dead. 
Claiborne Parish organized one year ago. The 
chief activity of the past year was to sponsor 
the sale of the Christmas seal; some glasses were 
also purchased for indigent children. 


Mrs. P. Gibson, 68 years of age, wife of Dr. P. 
Gibson, passed away at her home on January 24 
following a lingering illness. The auxiliary feels 
the loss of this valuable member and extends its 
sympathy to the family. 

Mrs. E. B. Middleton 
Secretary 
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Book Reviews 


BOOK REVIEWS 





Objective and Experimental Psychiatry: By D. 
Ewen Cameron, M. B., Ch. B., (Glas.) D. P. M. 
(Sond.) New York, The MacMillan Company, 
1935. pp. 271. Price $3.00. 

This volume bespeaks the author’s supreme effort 
including chapters on Experimentation and Quan- 
titation in General; Tests of Intelligence; Intro- 
version—Extraversion; Word Association Tests; 
Conditioned Reflexes; Heredity; Statistics; Blood 
Sugar Tests; Response to Ephedrin and Adrenalin; 
Haemoclastic Crisis; Respiratory Centre and 
Schizophrenia; Epilepsy; Basal Metabolism; Blood- 
Pressure; Sedimentation Rate, Haemato-Encephalic 
Barrier and Ph Relations to Personality; Consti- 
tution; Pathology; Statistical Methods. These 
have been written as a result of much investiga- 
tion and collateral reading as evidenced by the 
reference following each. Especial stress is laid 
on the ones dealing with Respiratory and Schizo- 
phrenia, Epilepsy and Constitution. Much effort 
has been expended on Experimentation and Quan- 
titation, Condition Reflexes, the Haemoclastic 
Crisis and Basal Metabolism. In fact the writer 
has put forth a monumental work in the line of 
Experimental Psychiatry which is no doubt a 
foundation center for further investigation along 
lines advocated by the National Committee of Men- 
tal Hygiene. 

It is bound together by a substantial leather top, 
between whose bindings are found legible type, all 
matter being correlated. An excellent volume for 
teachers as well as students. 


Water J. Otis, M. D. 





Body Water. The Exchange of Fluid in Man: By 
John P. Peters, M. D. Springfield. Charles 
C. Thomas, 1935. pp. 405. Price $4.00. 

This book of 405 pages consists of twelve chap- 
ters, bibliography, author and subject index. The 
author and his associates have been engaged, for 
many years in studies directed toward understand- 
ing of the distribution and movement of solutes 
and water in the human body. This monograph 
summarizes the work and opinion of the author’s 
group and the relevant literature of this field. 


There are chapters devoted to the following 
subjects: chemical forces which control exchanges 
of fluid and solutes, the nature and movement of 
interstitial fluid and lymph, exchanges between 
blood and interstitial fluids, serous fluids and 
transudates, exchanges between blood cells and 
serum, exchanges between tissue cells and inter- 
stitial fluids, water of oxidation and the losses of 
water and solutes through skin and respiratory 
passages, alimentary exchanges, the general na- 


ture of renal activity, renal excretion of filtrable 
organic solutes, renal excretion of water and in- 
organic salts, nervous and hormonal control of 
urine excretion. 

Dr. Peters’ principal clinical interest in this 
field has been in nephritis. It is in the chapters 
dealing with renal activity in health and disease 
that the clinician will get his greatest reward. 
Throughout these chapters the principle becomes 
obvious that renal disease cannot become intel 
ligible except to those who understand renal phy- 
siology. The reviewer recommends this book tw 
anyone who wishes to understand the present state 
of knowledge of renal physiology, normal and 
pathologic. Here the clinician will understand 
how a low albumin concentration in the urine of 
a patient with chronic nephritis might give a 
gloomy prognosis; how essential it is in the in- 
terpretation of albuminuria to know the volume 
of the daily urine; how the kindney sometimes 
seems to be more important as an organ of con- 
servation than of secretion; how juvenile is the 
generally held ec: ncept of renal threshold fer glu- 
cose. 

Professor Peters does not attempt to settle ques- 
tions when the evidence does not permit a decision 
at present. The reader who is less critically 
minded will sometimes be amazed at this tend- 
ency to balance evenly “pros” angainst the “cons.” 
Those readers who hold the mechanistic theory of 
life as a religion will be shocked at the author’s 
forced retreat to the teleologic point of view con- 
cerning certain phases of kidney functions. 

The monograph is a valuable contribution to 
physiology in the healthy and in the sick. It de 
serves to be widely read by those who are willing 
to go further in the understanding of disease than 
rule-of-thumb thinking will permit. 

Roy H. Turner, M. D. 





The Bacteriology of Typhoid, Salmonella, and 
Dysentery Infections and Carrier States: By 
Leon C. Havens, M. D., Ed. by Henneth F. 
Maxcy, M. D. New York. The Common- 


wealth Fund, 1935. pp. 158. Price $1.75. 


This work was written to present to laboratory 
workers whose experience has not brought them 
into practical contact with this group of diseases 
the practical aspects of the subject, and it may be 
stated that it will be found to be most helpful to 
this class of workers in bacteriology. The sub- 
jects are presented in a lucid manner and the 
data covered are those essential to a clear under- 
standing of the bacteriology of these infections 
and the carrier state. It is a work that should 
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be useful in Board of Health laboratories and in 
laboratories in general where the differential diag- 
nosis of the bacterial infections of the intestine 
is undertaken. The chapter upon the laboratory 
methods of diagnosis in bacillary dysentery is 
one of the best in the book and considers very 
thoroughly the difficilties inherent in isolating 
dysentery bacilli from the stools and the precau- 
tions that are necessary before success can be at- 
tained in this direction. 

It is noted that in the classification of the bac- 
teria causing dysentery the author follows the 
general usage in referring to one of the organ- 
isms as the “Sonne bacillus.” This bacillus should 
be called the “Duval bacillus” for Duval was the 
first to describe it, many years before the ap- 
pearance of Sonne’s paper, in which paper Sonne 
himself gives credit to Duval for the discovery 
of this organism. It is to be regretted that usage 
has fixed the name “Sonne” to this bacillus rather 
than that of “Duval”, to whom the credit right- 
fully belongs. 

The work can be recommended to every labora- 
tory worker interested in of which 
it treats. 


the subjects 


Cuas. F. Craic, M. D. 





National Formulary: 6th ed. Washington, D. 
Cc. Amer. Pharmaceutical Assn, 1935. pp. 556. 


Although compiled almost exclusively by Phar- 
macists and intended primarily for use by them, 
the National Formulary can be of considerable 
value to members of the medical profession. The 
new edition based on, and supplementing, the 
newly revised Pharmacopeia, differs from the pre- 
vious edition by the omission of over three hun- 
dred preparations, drugs, or chemicals, and the 
addition of nearly five hundred new ones. One 
notes that for the first time glandular products 
(seven) appear in the Formulary, and that there 
is a marked increase in the number of ampoules 
and tablets listed. That there is a striking de- 
crease in the number of fluid extracts, miscel- 
laneous preparations, pills, powders and syrups 
listed is significant of the modern trend. 

J. T. Hausey, M. D. 





Diabetes Mellitus and Obesity: By Garfield G. 
Duncan, M. D., C. M. (McG), Philadelphia. 
Lea & Febiger, 1935. pp. 215. Price $2.75. 


I wish to commend this small book warmly for 
reading by the doctor in general practice who is 
called upon to treat diabetes. It brings within 
a small compass and in simple clear terms all that 
he needs to know for the practical management 
of the diabetic patient. I find myself in general 
agreement with most of the methods recommend- 
ed, though I still remain of the Joslin School in 
opposition to the use of alkalies in the treatment 
of diabetic coma. Dr. Duncan has done well in 
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avoiding controversial matters. In presenting his 
own methods he has not failed to indicate that 
there are other views. The section on obesity is 
equally well presented and should be of very great 
assistance to the practitioner. 

I. I. LEmann, M. D. 





Surgery, Queen of the Arts and Other Papers and 
Addresses: By William D. Haggard, M. D., 
F. A. C. SS, D. C. L., Philadelphia. W. B. 
Saunders, 1935. pp. 389. Price, $5.50. 

An entertaining volume of 389 pages and con- 
taining thirty-three addresses and clinics. The 
dedication is to Charles Horace Mayo. It is well 
written and inspirational, analogous to a volume 
of short stories. 

The first eleven essays deal with addresses that 
carry the romance of surgery, especially the pio- 
neer Southern surgeon. It is stimulating to pe- 
ruse an account of the first ovariotomy in the 
history of mankind and to realize that 
pened in this country. 

In the clinical essays are subjects covering the 
thyroid, intestines, kidneys, and spleen. It is 
written in such a manner as to convey to the 
reader the important considerations of each sub- 
ject. It is flavored with a large clinical experi- 
ence and contains little theory. The chapter on 
tumors of the kidney is outstanding in that it 
contains many pertinent facts in so few pages. 

M. Lyons Stapiem, M. D. 


it hap- 





Diseases of the Nerveus System: By Smith Ely 
Jelliffe, M. D., Ph. D., and William A. White, 
M.D. 6th ed., thoroughly revised. Philadelphia. 
Lea & Febiger, 1935. pp. 1141. Price $9.50. 

Since 1915, the above book has been one of the 
standard texts in neurology and psychiatry. The 
present revision, the sixth, consists of approxi- 
mately 1150 pages and is somewhat larger than 
previous editions. 

In both neurology and psychiatry there has 
arisen a need for revision, and this text has been 
brought as nearly up to date as is possible in a 
text-book. There is no other thesis published to- 
day in the English language that surpasses this 
book. It is to be recommended for the student 
and the specialist. Both authors stand preemi- 
nently in their field. 

C. S. Hotsroox, M. D. 





Industrial Medicine: By W. Irving Clark, M. D., 
and Phillip Drinker, S. B.. Ch. E. Ed. by 
Morris Fishbein, M. D., New York. National 
Medical Book Co. Inc., 1935. pp. 262. 
$3.00. 


This volume is written particularly for the full 
time industrial surgeon, but it not without inter- 
est to physicians who handle routine workmen’s 
compensation cases. The chapter headings are 


Price 
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Industrial Diseases, 
and Metal Fume 


significant, for example: 
Dusts, Pneumoconiosis, Lead 
Fever, Industrial Dermatoses, Gases and Preven- 
tion of Industrial Diseases. Twenty pages only 
are devoted to the consideration of industrial sur- 
gery, and in these twenty pages the authors dis- 
necessarily briefly, wounds, fractures, back 
strain, burns and nerve injuries. 


cuss, 


In many states occupational diseases are not 
covered by, the Compensation Acts, a condition of 
affairs which, it is hoped, time will remedy. The 
safeguards which will ultimately protect workers 
are an engineering, as well as a medical problem. 
Two comparatively recent and dramatic disasters, 
one an outbreak of silicosis, another the detection 
of fatal radium poisoning in a number of workers, 
will probably do much to widen the scope of com- 
pensation legislation. For the present the phy- 
sician who handles men and women engaged in 
hazardous occupations had best equip himself with 
a thorough knowledge of traumatic surgery, a defi- 
nite, if limited acquaintance with medico-legal 
procedure, and a compact system of accurate re- 
cords. It can hardly be said that the volume re- 
viewed contains the answer to the many problems 
of routine compensation work, it is rather a 
thoughtful, but rambling discourse on industrial 
disease, physical examinations and card index 
systems. 

E. A. FIcKLEN, M. D. 





Gynecological and Obstetrical Tuberculosis: By 
' Edwin M. Jameson, B. S., M. D. Philadelphia. 
Lea and Febiger, 1935. pp. 256. Price $2.50. 
There was once a form of faith healing, now 
extinct, which was preceded by a sort of medical 
examination. It was the “royal touch” for the 
“king’s evil.” The king’s evil was scrofula, or 
tuberculosis of the glands of the neck. This prac- 
tise originated with Edward, the Confessor, in 
England. In marked contrast recent years have 
shown medical and surgical treatment of tuber- 
culosis to have made rapid strides. In reading 
Jameson’s, “Gynecological and Obstetrical Tuber- 
culosis’, one appreciates the concise and newer 
aspects of female genital tuberculosis. Detailed 
study of the female organs received at autopsy 
from tuberculous women, although of a small 
series, undoubtedly is of instructive value. It is 
a widely accepted fact that genital tuberculosis 
is usually secondary to another focus of infection 
and because of lessened blood supply frequently 
locates at the ampullar portion of the tube. A well 
discussed topic is that of tuberculosis of the fall- 
opian tubes. Admitting that diagnosis of tuber- 
culous salpingitis is difficult the views relative 
to subjective and objective data are clarified. 
Maternal instinct is highly developed in a good 
proportion of women. Some of them have tuber- 
culosis of the lungs. Views as to the proper 
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course to follow when these handicapped women 
come under one’s charge is frequently biased by 
customs of religion and country as well as social 
status. Ldytin and Linde state, “Each case must 
be weighed on its own merits after considering 
the clinical signs, social conditions and other fac- 
tors difficult to codify.” Metzger believes, “that 
if a patient shows signs of improvement in her 
pulmonary lesions during the first few months of 
pregnancy, she will probably endure the remain- 
ing period of gestation without mishap. On the 
other hand, if the tuberculous process continues 
to progress after the sixth month, a fatal outcome 
may almost always be anticipated.” 

I feel that this volume is timely and well pre- 
sented. 

GeorceE A. Mayer, M. D. 
Textbook of Bacteriology: By Thurman B. Rice, A. 
M., M. D., Philadelphia. W. B. Saunders Co., 
1935. pp. 551. Price $5.00. 

It has been the aim of the author to write a 
textbook which is practical and fundametal and 
in which highly theoretical conclusions have been 
eliminated. In this he has succeeded very well. 
His arrangement of dealing with the various 
groups of microorganisms is to be recommended, 
that is, giving first an historical discussion and 
following then with descriptions under separate 
headings of morphology, cultural characteristics, 
and pathogenicity. The subject of immunology 
may have been dealt with a little too lightly. The 
correlation between bacteriology and clinical medi- 
cine is well carried out. The book is well suited 
to the busy practitioner who may need a brief 
practical text for reference. It is probably too 
brief for the undergraduate student in medicine 
unless it were augmented by lectures and collateral 
reading. 

H. J. Scuarrenserec, M. D. 





Practical Clinical Psychiatry for Students and 
Practitioners: By Edward S. Strecker, A. M., 
Se., D. M. D.; and Franklin G. Ebaugh, A. B., 
M. D. Philadelphia. P. Blakiston’s Son & Co., 
Inc., 1935. pp. 651. Price $5.00. 

The fourth edition of this textbook has been 
largely revised and amplified. The authors are 
teachers with a thorough appreciation of the re- 
cent trends in psychiatry. 


A knowledge of psychiatry is difficult to acquire 
by reading, but much of this difficulty is elimi- 
nated in this text by the clear presentation of the 
material and by the illustrative case histories 
which are added to the various chapters. 

This book can be highly recommended for 
teaching purposes and will prove of great worth 
to the physician who wishes to obtain information 
about usual psychiatric conditions. 

C. S. Horsrooxk, M. D. 
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Textbook of Clinical 
Wechsler, M. D., 3d. ed. reset. 
W. B. Saunders Co., 1935. 


The 1935 revision of the Textbook of Clinical 


Neurology: By Israel S. 
Philadelphia. 


pp. 826. Price $7.00. 


Neurology, by Weschler, is unhesitatingly recom- 
mended to practitioners, teachers, and students not 
only because of its comprehensive presentation of 
the subject but also because it contains the latest 
information on neurology without devoting space 
to unproved theories and practices as do so many 
textbooks on this subject. Of particular value is 
the fact that there is included with the organic 
material a section devoted to functional nervous 
disturbances, a subject of great importance in view 
of the ever increasing amount of medico-legal work 
oceurring daily and of which functional nervous 
disorders, particularly post-traumatic anxiety states, 
constitute the largest part. We welcomed the 
previous edition of this book as an ideal text and 
constitute the largest part. We welcomed the 
revision which brings to date neurological material 
and so contitutes an unusual procedure, for few 
texts are revised frequently enough to be of value 
beyond a rather limited period of time. 
FREDERICK L. FENNO, M. D. 





New Pathways for Children with Cerebral Palsy: 
By Gladys Gage Rogers and Leah C. Thomas. 
New York, The MacMillan Company, 1935. pp. 
167. Price $2.50. 

The authors, Director, and the Director of 
Therapeutics at ‘‘Robin Hood’s Barn,” respectively, 
outline the methods used in training the spastic 
child. Better results in muscle training have been 
obtained through daily activity, play, and games 
than by set periods of mechanical exercises. 
Ingenious and practical apparatus for the comfort 
of the child is described. 


A plea is made for the special and intensive 
education of the spastic child, in order that he 
may overcome his feeling of inferiority, enjoy a 
rich mental life, and, if not too seriously handi- 
capped, prepare to engage in a gainful occupation. 

While few children can have the group associa- 
tion with similarly handicapped children and the 
specialized training offered in the unique organi- 
zation at “Robin Hood’s Barn,” parents who read 
this book will have a clearer comprehension of the 
problems which confront the _ spastic child, and 
will receive inspiration and practical suggestions 
for overcoming these problems. 

InA M. Harper, M. D. 
Puerperal Gynecology: By J. L. Bubis, M. D., F. 
A. C. S. Baltimore, William Wood & Co, 1935. 
pp. 199. Price $3.50. 

Like oncoming lights of an automobile through 
the fog Dr. J. L. Bubis’ Puerperal Gynecology her- 
alds the present day obstetrics with definite plans. 
The topics of new and old lacerations (especially 
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the latter) have been kept fog bound as a conserva- 
tive protection for the parturient. The present 
day finds more trained men doing obstetrics as a 
specialty, individualizing and giving this topic at- 
tention. 

Puerperal Gynecology of July 1935 gives concise 
and valuable detailed data. The reader should 
first turn the pages to Chapter IX, No. 5, page 12, 
line 11 which sounds the keynote. It is as fol- 
lows, “It is therefore paramount that anyone at- 
tempting this repair should be able to work quick- 
ly, handle the tissues gently, and not get excited 
by the presence of active bleeding.” Technically, 
obstetrics is more than just ligating the cord. The 
first chapters emphasize the value of knowing the 
patient well, a familiarity with all physical con- 
ditions. Thus can one prepare for the things to 
be done immediately if conditions are suitable 
after delivery. 


The last chapters deal with much needed sound 
clinical post-partal treatment. His statistics give 
one an idea of its value to the community and 
the individual. Do not be misled however, because 
his figures are the result of twenty-five years of 
training and a perfectly functioning clinic with 
every one deeply interested. 

GreorceE A. MAyer, M. D. 





International Clinics, December, 
phia, J. B. Lippincott Co, 1935. 
2.50. 

In this volume the articles are confined to the 
divisions of medicine and surgery. The superior 
quality of its predecessors is maintained in this 
volume. Of interest to our local physicians is the 
splendid article on The Present Status of the 
Treatment of Diabetes Mellitus, by Dr. Manuel 
Gardberg, in which he adequately presents the 
modern concepts of treatment. 

I. L. Ropsins, M. D. 


1935. Philadel- 
pp. 331. Price, 


Stomach and Duodenum: By George B. Euster- 
man, M. D., F. A. C. P. and Donald C. Balfour, 
M. B., M. D. (Tor.), Li.D., ¥. A. C. BS. ¥. BR. 
A. C. S. and Members of the Staff of the Mayo 
Clinic and Mayo Foundation for Medical Edu- 
cation and Research. Philadelphia, W. B. 
Saunders Co. 1935. pp. 958. Price, $10.00. 


Here is a book worthy of the great repute of 
its authors. In a manner that is at once forceful 
and charming they have presented a vast array of 
facts and statistics that bid fair to make this 
volume one very much sought after both by 
teachers, students and practitioners. The medical 
and surgical aspects of diagnosis and treatment 
are intimately detailed at first in a general way 
and in the latter portion of the book according to 
disease entities. As one reads, he soon feels that 
here is embodied the ripe experience of men who 
are all scientists and true physicians, and happily 
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endowed with the great gift of translating ab- 
struse science into up-to-date clinical medicine. 
The chapters devoted to the physiology and 
pathology of the stomach and duodenum are the 
works respectively of W. C. Alvarez and W. C. Mc- 
Carty. The history of examination, the test meal 
and other auxiliary methods of examination are 
presented in great detail. The surgical anes- 
thesias and technique with their indications and 
contraindications are elaborately written and 
striking drawings illustrating operative proce- 
dures deserve special comment. The great medi- 
cal wealth of the Mayo Clinic has been freely 
drawn upon and this in itself assures one of the 
latest methods in diagnosis and treatment in the 
field of gastroenterology. 
I. L. Rogprns, M. D. 


The Patient and the Weather: By William F. Pe- 
tersen, M. D. vol. 1 Pt. 1—The Footprint of 
Asclepias. Ann Arbor, Mich. Edward Brothers, 
Inc. 1935. pp. 127. Price, $3.75. 

Although the first of three volumes, it has been 
last to be published. The other two volumes 
were discussed at some length in previous issues 
of this journal. In this smaller volume the au- 
thor presents the theses that he is to develop at 
great length in 2 and 3. He also gives the 
historical of his special subject, lay- 
ing special emphasis on the great contribution of 
Hippocrates to. this 
matter. 


vols. 
background 
interesting 


and important 


I. L. Ropsins, M. D. 


The Kidney in Health and Disease, ed. By Hilding 
Berglund, M. D., & Grace Medes, Ph. D. 


*hila- 
delphia, Price 


$10.00. 


Lea & Febiger, 1935. pp. 745. 


This volume presents. a complete study of the 
kidney, each phase of which study is described by 
a writer recognized as an authoritative investiga- 
tor in his field. Forty-one workers contribute to 
make this book a rather exhaustive reference work 
on its subject. Whether he be investigator, teach- 
er, or practitioner, the physician cannot fail to 
find much of great interest and aid to him by 
frequent resort to its pages. The anatomist, bio- 
chemist and physiologist will find it no less im- 
portant. 


MANUEL GARDBERG, M. D. 


Medical Tactics and Logistics: 
Blech and Col. Charles Lynch. 
Charles C. Thomas Co., 1934. 
$4.00. 


This small book of less than 200 pages, in a very 
systematic and clearcut manner, presents tactical 


By Col. G. M. 
Springfield, Ill. 
pp. 205. Price 


Book Reviews 


information that is essential to every medical of- 
ficer. The authors have succeeded admirably in 
visualizing important activities of medical units 
in the zones of operation. The book is recom- 
mended to all medical reserve officers, especially 
those younger ones, who are patriotically offering 
their services in their country’s defense. It will 
enable them to obtain a clear insight into their 
duties, which otherwise might prove confusing. 
Joun A. LANForRD, M. D. 
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